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POSITIVE 
RESULTS AGAINST MANY 
GRAM-NEGATIVE INVADERS 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 





Gram-negative organisms, involved in many stubborn infections, dem- 
onstrate high in vitro sensitivity to CHLOROMYCETIN.!* 


The efficacy of CHLOROMYCETIN against these troublesome invad- 
ers is borne out in vivo in such infections as infantile gastroenteritis,° 
urinary tract infections,!° the septicemic and focal forms of salmonel- 
losis,! and Friedlander’s pneumonia.!” 


CHLOROMYCETIN is available in a variety of forms, including Kapseals,® of 
250 mg., bottles of 16 and 100. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent 
and, because certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Schneierson, S. S.: J. Mt. Sinai Hosp. 25:52, 1958. (2) Waisbren, B. A.: 
Wisconsin M. J. 57:89, 1958. (3) Ritts, R. E., Jr.; Mao, FE H., & Favour, C. B.in Welch, H., 
& Marti-Ibanez, EF: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 774. (4) Rhoads, P. S.: Postgrad. Med. 21:563, 1957. (5) Roy, T. E.; Collins, A. M.; 
Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 77:844, 1957. (6) Hasenclever, H. F: 
J. Iowa M. Soc. 47:136, 1957. (7) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 
1957. (8) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. (9) Derham, 
R. J., & Rogerson, M. M.: J. Dis. Child. 93:113, 1957. (10) Murphy, J. J., & Rattner, W. H.: 
J.A.M.A. 166:616, 1958. (11) Rabe, E. FE: Pennsylvania M. J. 61:209, 1958. (12) Rosen- 
thal, I. M.: GP 17:77 (March) 1958. 
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IN VITRO SENSITIVITY OF SEVEN GRAM-NEGATIVE PATHOGENS 
TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED ANTIBIOTIC 


ESCHERICHIA COLI 


395 STRAINS 
1 
151 STRAINS 


CHLOROMYCETIN 82.8% 


ANTIBIOTIC A 58.9% 


AEROBACTER AEROGENES 
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2 
148 STRAINS 


CHLOROMYCETIN 66.5% 


ANTIBIOTIC A 32.4% 


BACILLUS PROTEUS 
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CHLOROMYCETIN 72.6% 


B. PYOCYANEUS 
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*Adapted from Schneierson.* 





TYPICAL IMFERON RESPONSES 


CHRONIC BLOOD LOSS: 


INTOLERANCE TO ORAL IRON: 
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IN DEBILITATING DISEASE 


Patients receiving 


NILEVAR 


Eat more... 
Feel better... 
Recover faster 











Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 

Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula Excellent progress and weight gain for a 
very immature infant.” 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet More ambition 
while on Nilevar. Enjoys life. Takes part in church and 


other social affairs.” 


Third Degree Burn —“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 





G. D. Searle & Co., Chicago 80, IHinois. Research 
in the Service of Medicine. 
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Relief in minutes....lasts for hours 


In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, “‘unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion. .. .”* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “‘nose drop addiction.” 


Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 


* Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine hydrochloride 50mg. 
Pheniramine maleate. . . . . . 25mg. 
Pyrilamine maleate ... . . . 25mg. 


Dosage: 1 tablet in the morning, mid- 
afternoon, and in the evening, if needed. To 
be swallowed whole to preserve the timed- 
release feature. 


running noses &. 
and open stuffed noses orally 





Each timed-release tablet 
keeps the nasal passages clear 
for 6 to 8 hours — 

provides ‘‘around-the-clock’’ 
freedom from congestion 

on just three tablets a day 


first—the outer layer dissolves 
within minutes to produce 





3 to 4 hours of relief 


then—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Also available: Triaminic Juvelets, 
timed-release, half-dosage tablets; 
Triaminic Syrup, for children and those 
adults who prefer a liquid medication. 


timed-release 


Triaminic 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 


tablets 
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Streptok nase -Streptodornase Leder! e 


Controls Inflammation and Swelling...Relieves Pain... 


Promotes Healing Through Enchancement of 
Fibrinolysis at the Site of Trauma or Infection. 


References: |. |nner 


Helps promote drainage... = 2 Contusions, 
| hastens patient's relief... eo , and abrasions... 
reduces discomfort 

and improves 
cosmetic result.’-3 


Helps reduce swelling 


and pain...speeds 
ambulation.’-> 


4 reduces muccsal swelling.’ 





Established Efficacy and Safety: For five years 
VARIDASE, in parenteral form, has been used with 
success in many thousands of cases. Its ability to 
control inflammation, swelling and associated pain, 
aid penetration of antibiotics, and hasten healing 
has been demonstrated in such conditions as severe 
trauma, infected ulcerations, and following exten- 
sive surgery. 


Now, Parenteral Effectiveness ... Simple Buccal 
Route: New Varioase Buccal Tablets give your 
patients the benefits of systemic VARIDASE therapy 
without the inconvenience of repeated injections 
Absorbed through the buccal mucosa in fully effec- 
tive amounts, VARIDASE Buccal Tablets may be 
used as practical adjunctive therapy in your practice 
within these broad classifications: 


*Reg. U.S. Pat. Off LEDERLE LABORATORIES, 


Inflammation and edema associated with: trauma 
and infection . cellulitis . abscess - hematoma 
- thrombophlebitis - sinusitis .« uveitis - chronic 
bronchitis « leg ulcer - chronic bronchiectasis. 
Each VARIDASE Buccal! Tablet contains 10,000 Units Streptokinase 
and 2,500 Units Streptodornase 
Administration: VaripAse Buccal Tablets should be 
retained in the buccal pouch until dissolved. For 
maximum absorption patient should delay swallow- 
ing saliva. 
Dosage: One tablet four times daily for a minimum 
of three days. When infection is present, VARIDASE 
Buccal Tablets should be given in conjunction with 
an antibiotic such as ACHROMYCIN* V Tetracycline 
and Citric Acid 
Available in bottles of 24. 


PANY 


Loosens cough... resolves 
inflammation... 

increases antibiotic 
penetration.’ 


ves thrombotic 
process, controls 


Furuncles, 

carbuncles, 

abscesses... checks 

: swelling and 
_ pain...hastens healing.’ 2 


cy 


Swelling... gives 
dramatic 
relief of pain.’: 2 





You and Your Business 





SALK AT 1959 MICHIGAN 
CLINICAL INSTITUTE 


Jonas Salk, M.D., discoverer of the interna- 
tionally-used salk vaccine for poliomyelitis. will 
be one of the guest speakers at the 1959 Michigan 
Clinical Institute, to be held at the Sheraton- 
Cadillac Hotel, Detroit, March 10-13, 1959, under 
the sponsorship of the Michigan State Medical 
Society, University of Michigan Medical School, 
Wayne State University College of Medicine, et al. 

Dr. Salk and Thomas Francis, Jr., of Ann 
Arbor are to give a panel discussion on “A Five- 
Year Experience with the Salk Vaccine in the 
Prophylaxis of Poliomyelitis.” The Salk-Francis 
presentation will be the Michigan Foundation 
Lecture, sponsored by the Michigan Foundation 
for Medical Health and Education, Inc., of which 
E. I. Carr, M.D., of Lansing is President. 


SIXTH ANNUAL NATIONAL MEDICAL 
CIVIL DEFENSE CONFERENCE 

The National Medical Civil Defense Confer- 
ence, held in San Francisco, June 21, 1958, was 
addressed by a distinguished list of speakers. The 
highlight of the conference was the address of 
Governor Leo A. Hoegh, Director of FCDA, who 
since the meeting has been appointed Director of 
the Office of Defense and Civilian Mobilization. 
This new office combines the previous Federal 
Civil Defense Administration and the Office of 
Defense Mobilization. The office carries greater 
authority and indicates that, on a Federal level, 
a more serious view is being taken in regard to 
the Civil Defense problem. The action of our 
legislators may have been prompted, in part, by 
the knowledge that all citizens of the USSR are 
being required to take twenty-two hours of CD 
training this year with a wider and more detailed 
program to follow. 

Governor Hoegh stated that a National Civil 
Defense plan has been developed, and he gave 
some details concerning the problem of radio- 
active fallout, radiation monitoring and the “Shel- 
ter Program.” The part of major interest to the 
medical profession was his proposal “that the 
responsibility for health and medical care of the 
surviving population be delegated to the Public 
Health Service,’ who would also be responsible 
“for writing the medical portion of the National 
Defense Plan.” The preceding proposal has the 
approval of the AMA and Governor Hoegh gave 
assurance that all medical aspects of CD would 
be developed only with the approval of the AMA. 

The Surgeons General of the various branches 
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of the Armed Forces outlined the role of the 
military in CD, which, in essence, is that they 
will work with Civil Defense organizations and 
will care for civilian casualties to the extent that 
the carrying out of their primary military missions 
permits. 

Michigan was represented on the program by 
Dr. M. L. Lichter who spoke on “The Testing 
and Rehearsal of Hospital Disaster Plans.” Other 
speakers presented detailed information, which, 
upon receipt of the complete minutes of the con- 
ference, will prove valuable in the further devel- 
opment of our CD Medical Program in Michigan. 

Cari J. SpruNK, M.D 


In Washington, D. C., labor unions now have fifty- 
three buildings valued at millions of dollars. Some also 
own banks, apartment buildings and even a steamship 
line (not necessarily in Washington, D. C.!). There 
are seventy-one registered lobbyists in the National Capi- 
tol active every day, seeking to push the union point 
of view on all types of legislation—not merely labor- 


Management or socialized medicine matters 





Laboratory Examinations 
Tissue Diagnosis 


Allergy Tests 
Autopsies 


Hematology 
Papanicolaou Stain 
Bacteriology 
Basal Metabolism 
Chemistry 


Pregnancy Tests 
Protein Bound lodine 


Electrocardiograms _—_ Urinalysis 


Serology—Kahn and Wassermann 


CENTRAL LABORATORY 


Oliver W. Lohr, M.D., Director 
537 Millard Street 
Saginaw, Michigan 

PHONE: Pleasant 2-4100 
2-4109 
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Capsules / Oral Suspension 


destened 
or 
effective 


control of 
commo 
LTam- 
positive 
infections 


Divo, Chas. uw Co, ne toe wos 


1958 


CLINICAL all Staph 
RESULTS adults children _ infections 
Cured 172 (80%) 148(89%) 71(88%) 
: Improved 28 (13%) 8 (5%) 7 (9%) 
aiid) oh Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were etann 
aureus and Staph. albus. Tao has its grea 

Usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneue 
mococci, gonococci, Hemophilus influenzae. 





Per cent of “‘antibiotic-resistant’’ epidemic 
staphylococci cultures susceptble to Tao, ery- 
thromycin, penicillin and chioramphenicol.! 




















% of Cultures Susceptible 
to 3.12 mcg./ml. or less 





REACTIONS: 
(a) adults (b) children 
Total-9.2% Total —0.6% 

well (20 out of 217) (1 out of 167) 

tol ted Skin rash —1.4% Skin rash—none 

AEE (3 out of 217) Gastrointestinal — 

Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sus 
- tained blood levels + high urinary concentrations 
¢ outstanding palatability in a liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 








Congestive 


JIVINIL 


CHLOROTHIAZIDE 








BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with . . . improvement in cardiac 
status and loss of toxic symptomatology. . . . One of the most important effects 
of the potent oral diuretic was the smooth continuous diuresis. There was less 
fluctuation in the weight . . . marked diminution in the number of acute 
episodes of congestive heart failure such as paroxysmal dyspnea and 
pulmonary edema. . . . [DIURIL] appeared as potent a diuretic as parenteral 
mercurials and indeed in some patients it was effective when parenteral 
mercurials failed. . .. We have encountered no patient who once responsive to 
chlorothiazide later developed resistance to it.” 


DOSAGE: one or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


MERCK SHARP & DOHME inision of MERCK & CO., INnc., Philadelphia 1, Pa, mo 
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Medicolegal Fons 


Following is the second in a series of sample Medicolegal Forms selected by 
MSMS Legal Counsel from “Medicolegal Forms with Legal Analysis” prepared 
and published by the Law Department of the American Medical Association. 


Legal Counsel again emphasizes that these forms are offered as general guides 
and should never be relied upon blindly as affording protection under any and 
all circumstances. In any case of doubt or in situations where adaption to parti- 
cular circumstances is indicated—consult your lawyer. 


AGREEMENT FOR BLOOD TRANSFUSION 


To: Dr. 





(Attending physician) 
and Hospital Date 19 








1. I hereby request and authorize the administration of a blood transfusion to 





and such additional transfusions as may be deemed 


(Insert “‘myself’’ or name of patient) 


advisable in the judgment of Dr. , the attending physician, or 





those he may designate to assist him. 


2. It is understood and agreed that the attending physician or his assistants will be responsi- 
ble only for the performance of their own individual professional acts, and that the blood typing and 
the selection of compatible blood are the responsibilities of those who actually perform the necessary 
laboratory tests. 


3. It has been fully explained that blood transfusions are not always successful in producing a 
desirable result and that there is a possibility of ill-effects such as the transmission of infectious 
hepatitis or other diseases or blood impairments. 


4. Also, it has been explained that emergencies may arise when it may not be possible to make 
adequate cross-matching tests, and that immediate need may make it necessary to use existing stocks 
of blood which may not include the most compatible blood types. 


5. It is understood and expressly agreed that the blood supplied in accordance with this agree- 
ment is incidental to the rendition of services and that no requirement, guarantee, or warranty of fitness 


or quality shall apply. 


Signature of patient 





When patient is a minor or 





incompetent to give consent: 





Signature of person authorized to 


consent for patient 





Address 





Relationship to patient 





Witness: Signature 





Address 





City and State 
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; 2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


X-RAYS 

SHOW 

HOW ONE mccain ttc 
PYRIBENZAMINE’ 
LONTAB’ 





iCTYyY all day OI! ai OT it 


a ¥ = 522 


“o} > 7 ] 
renleves al 


The unretouched X-ray films show how Lontabs release 
medication in the digestive tract. So that the prolonged 
erosion of the Lontab core could be visualized by X-ray, 
subject was given 10 Lontabs, each containing 100 mg. of 
a radiopaque substance in place of Pyribenzamine 





With its unique formulation, the 
Pyribenzamine Lontab not only re- 
lieves allergy symptoms promptly, 
but sustains relief as long as 12 hours. 


8 hours Lontabs are still visible as 
substance of core continues to be released. 


Special outer shell releases 33 mg. 
Pyribenzamine hydrochloride within 
10 minutes. 


Unique core releases approximately 
18 mg. Pyribenzamine hydrochloride 
the Ist hour, approximately 50 mg. 
from the 2nd to the 12th hour. 





SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. 
(light blue) . 

NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 
mg. (light green) — for children over 5 and for adults who re- 
quire less antiallergic medication. 

PYRIBENZAMINE® hydrochloride (tripelennamine hydrochloride CIBA) 

LONTABS® (long-acting tablets CIBA) 


@ /2562m6 _ I B A SUMMIT, N. J. 
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Report of Seal of Assurance Participation 


September 


2, 1958 


This report is based on MSMS membership as finalized for the 1958 Directory Number of JMSMS. Percentages shown 
include number of Active Members, number of Life and Emeritus Members in Michigan, and percentages of participation 
based on percentage of Active Members and percentage of Active, Life and Emeritus Members. 


County Medical Society 


Active 
Members 


Life and 
Emeritus 


Members 


Total Active 
Life and 
Emeritus 
Members 


Participants 


Per Cent of 
Participation 
Based on Active 
Members Only 


Per Cent of 
Participation 
Based on Active 
Plus Life and 
Emeritus 
Members 


Allegan 21 1 22 23 100 100 
Alpena-Alcona-Presque Isle 2t 1 27 28 100 100 
Barry 13 1 14 15 100 100 
Bay-Arenac-Iosco SS 3 91 67 76 74 
Berrien 91 l 92 71 78 77 
Branch 25 3 28 25 100 8u 
Calhoun 103 10 113 111 100 a9 
Cass s 2 10 11 100 100 
Chippewa- Mackinac 22 1 23 27 100 100 
Clinton 14 l 15 15 100 100 
Delta-Schoolcraft 21 2 23 20 95 87 
Dickinson-Iron 21 1 22 21 100 95 
Eaton 19 0 19 19 100 100 
Genesee 241 l4 255 $1 13 12 
Gogebi i4 0 14 15 100 100 
Grand Traverse-Leelanau-Benzie 57 2 50 22 30 37 
Gratiot-Isabella-Clare 46 2 18 $1 go 85 
Hillsdale 14 3 17 7 oh $1 
Houghton-Baraga- Keweenaw 22 3 25 22 100 88 
Huron i4 0 14 15 100 100 
Ingham 211 4 P15 160 76 74 
lonia-Montealn 3t} Ss i4 39 100 gu 
Jackson 108 10 118 S4 78 71 
Kalamazoo 165 s 173 132 80 76 
Kent 356 20 376 297 83 79 
Lapeer 20 ; 23 lt 80 70 
Lenawee 465 $ |) 50 100 100 
Livingston 21 0 21 20 95 95 
Luce i) 1 10 9 100 a0 
Macemb 87 1 SS 74 85 S4 
Manistee 11 l i2 ll 100 92 
Marquette-Alger $2 $ 16 43 100 i) 
Mason 15 l 16 14 a3 RR 
Mecosta-Osceola-Lake l¢ 2 18 18 100 100 
Menominee 15 0 15 16 100 100 
Midland i1 0 i1 3: 80 80 
Monroe 39 l 4) 30 100 OR 
Muskegon 95 ti 101 76 80 7 
Newaygo lf 0 16 13 81 81 
North Central 25 l 2} 30 100 100 
Northern Michigan $6) 4 10 24 67 60 
Oakland 335 i4 349 191 7 77) 
Oceana 7 1 8 Ss 100 100 
Ontonagon a) l 6 5 100 83 
Ottawa 55 0 55 52 95 O5 
Saginaw 131 6 137 114 87 R38 
St. Clair 60 2 62 61 100 8 
St. Josep! 2th 2 8 28 100 100 
Sanilac 14 0 14 14 100 100 
Shiawassee 26 0 26 21 81 81 
Tuscola 16 1 17 16 100 O4 
Van Buren 25 1 26 27 100 100 
*Washtenaw 1 15 27¢ 220 84 80 
Wayne 2322 110 2432 1249 54 51 
Wexford-Missaukee 14 1 15 14 100 93 
Total 5587 284 5871 3832 68.6 65.3 


*Washtenaw County has an unusual situation due to the location therein of the University of Michigan. Forty-nine interns and residents of that 
jnstitution are participating in the Seal of Assurance Plan but have been deleted from the final figures noted above to give a more accurate picture 


of the Washtenaw County participation based on the physicians practicing in that county 
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TO: 


ATT'N: 


FROM: 


LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY 


INTEROFFICE CORRESPONDENCE 


Pearl River, N. Y. 7/18/58 


OFFICE DATE 





Advertising Department Copy TO: 
J. D. Roberts 
C. K. Howe, Sales 


Jim -- 


Here's a question a number of our detail 

men have tossed at me. Why doesn't Lederle's 
advertising for ACHROMYCIN V Tetracycline 
play up higher, faster blood levels the 


way so many of our competitors do? 


As you know, new laboratory studies show 
pretty conclusively that ACHROMYCIN V is 


unexcelled in this department. 
How come we haven't turned on the heat in 


our ads? 


C. K. Howe 
CKH:l1s 








LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY 


INTEROFFICE CORRESPONDENCE Wy 





Pearl River, N. Y. 7/21/58 
OFFICE DATE 
TO: Sales Department copy TO: 
ATT'N: C. K. Howe 


FROM: J. D. Roberts 


Charlie -- 


Sure ACHROMYCIN V Tetracycline blood levels are unsurpassed 
in the latest laboratory study. But actually how signifi- 
cant are ay of these blood levels, clinically? It's 
really a matter of micromilligrams and fractional minutes! 
Let's not put Lederle in the position of giving this sort 
of evidence more emphasis than it deserves, 


I think our job is to let doctors know that Lederle Research 
developed ACHROMYCIN V to give improved results under actual 
clinical conditions . .. to get a higher percentage of 
antibiotic to the tissues. 


The fact that ACHROMYCIN V is the most widely prescribed 
broad-spectrum antibiotic ought to be pretty good evidence 
that physicians are consistently getting these results. 

If your detail men will give doctors the complete story on 


antibiotics, I think ACHROMYCIN V prescriptions will con- 
tinue to climb without any fancy blood level advertising. 


Je D. Roberts 
JDR:ep 











For Speedier Return to Normal Nutrition 





SEPTEMBER, 


pies | 


in Inflammatory Conditions 
of the Colon 








‘Ee physiologic depletion accompanying acute infectious 
and inflammatory conditions of the bowel makes replacement 
therapy the key to nutritional rehabilitation. 

In addition to the loss of important electrolytes, such as 
potassium and sodium, large amounts of protein are lost in 
the fluid, blood and exudate from the bowel. In the acute 
state of such affections, utilization of what protein can be 
ingested is further affected by increased protein catabolism 
and by impairment of certain hepatic functions. 

Dietary rehabilitation must be carried out within the 
framework of a diet restricted in fiber and in irritating sub- 
stances. Foods allowed must be easily digested and appetiz- 
ingly and attractively prepared to encourage eating. 

Tender lean meats—finely ground in the initial diet and 
later served in a wide variety of appealing ways—can be an 
important source of the protein and minerals required by the 
convalescing patient. 

Meat fits admirably into the requirements of the per- 
mitted diet not only because of its taste, digestibility, and 
physical characteristics, but also because of its contribution 
of high quality protein, the minerals potassium, iron, phos- 
phorous, sodium, and magnesium, and all the known B 
vitamins. 

The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 


tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago...Members Throughout the United States 
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: Now-from Abbott Laboratories- 
Good-tasting, cherry-flavored... 


a Compocillin-VK Oral Solution 
200,000 units 
« Penicillin V acid 200,000 units. 


Potassium penicillin G 200,000 
units 
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Median blood levels following oral 
ingestion. 
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an oral solution of potassium penicillin V 


CVE 4ua 
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plus the higher blood levels of potassium penicillin V 





POTASSIUM PENICILLIN V 


CompocillinV K- 


Now, for oral administration, CompociLtin-VK 
Granules offer you a solution of potassium pen- 
icillin V. Developed by Abbott Laboratories, 
the granules are dry and easily reconstituted 
with water. 

The clear, red solution has a fresh, cherry 
flavor, is taste-tested and is well-accepted by 
patients. And they'll get those high potassium 
penicillin V blood levels (note chart). 

CompociLiin-VK is indicated for all infec- 
tions susceptible to oral penicillin therapy. Also, 
in treating recurring rheumatic fever and in 
managing rheumatic carditis. Compocituin-VK 
may be used in counteracting complications 


from severe viral attacks. 


The initial recommended dose: In acute infec- 
tions, the range is from 125 mg. (200,000 units) 
three times daily to 250 mg.. (400,000 units) 
every four hours. For young children, the adult 
dose may be reduced in proportion to age and 
weight. For prophylactic use, 125 mg. (200,000 
units) may be administered once or twice daily. 

Compocituin-VK Granules for Oral Solution 
come in 40-cc. and 80-cc. bottles. Each 5-ce. 
teaspoon of the reconstituted solution repre- 
sents 125 mg. (200,000 units) of potassium peni- 
cillin V. The dry granules stay stable under or- 
dinary room temperatures. When reconstituted, 
(bbott 


the solution will remain potent 


for two weeks under refrigeration. 
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AMA Washington Letter 





THE MONTH IN WASHINGTON 


The civilian Medicare program is struggling 
through an uncomfortable period of readjustment 
while attempting to cut its costs by about 30 per 
cent. 

Had the program continued the way it was 
operating last year, the cost this year would be an 
estimated $100 million. Instead, the Defense De- 
partment, on the urging of Congress, is attempt- 
ing to keep the costs within the appropriated 
$70.2 million. 

No one can estimate as yet actually what is 
being saved. Some services that previously were 
authorized in civilian hospitals and from civilian 
doctors have been eliminated, thus shifting these 
costs from the government to the service families. 
At the same time many dependents who had been 
cared for outside the military now are required to 
go to the service hospitals. 

If they don’t like what is happening, there is 
not much the Medicare administrators, the doc- 
tors and the hospitals can do about it, at least 
not until the new Congress meets next January. 
Then, if the situation is out of hand and there is 
widespread discontent among the service families, 
the problem could be returned to the lap of 
Congress. 

Awkward as are the restrictions in some areas, 
the situation could have been much worse. The 
House originally proposed only $60 million for 
the civilian program, and ordered the Defense 
Department not to exceed that figure. In the 
Senate, Senator Knowland (R., Calif.) sponsored 
an amendment increasing the total to $70.2 mil- 
lion, and lifting the ceiling on spending. The 
Knowland proposal was approved. 

The conference committee accepted the Senate 
changes, but in its report on the bill instructed 
the department to stay within the $70.2 million. 
This the department is attempting to do, but if 
the figure has to be exceeded for good reasons, the 
department would have to shift funds or ask for 
a supplemental appropriation and explain the 
need. 

If the ceiling had been kept in the bill itself, 
the department couldn’t have spent a penny more 
than the $60 million. 

Here are the major restrictions, as outlined by 
the department to a meeting of Medicare con- 
tractor representatives: 

Dependents living with their sponsors to use 
military facilities, unless the military authorities 
certify that civilian care is necessary because 
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service facilities are not available. Dependents 
not living with sponsors to have freedom of choice 
of military or civilian medicine, as now. 

In maternity cases, if the patients are living 
apart from sponsors, they will continue to have 
freedom of choice. If living with sponsors new 
patients or those in the first trimester must use 
service facilities if available. Those in the second 
and third trimester, if under civilian care October 
1, may continue, but if for any reason they change 
doctors, military facilities must be used if avail- 
able. 

The new regulations also discontinue all serv- 
ices “not clearly specified in the law” for all de- 
pendents. The eliminated services include medi- 
cal care ordinarily rendered on an outpatient 
basis, acute emotional disorders, and elective sur- 
gery. Emergency care may be obtained from 
civilian sources without prior authorization. 

Where more than one service facility is located 
in the area, a military clearing house will screen 
dependents and hospitals to insure that all service 
hospitals are used “to the optimum.” 


Notes 


Congress has received a variety of advice on 
what to do about the hospitalization of veterans 
now and in the year ahead. Everybody seems to 
agree that twenty to thirty years from now will 
see a sharp increase in the number of non-service- 
connected disabilities among the veteran popula- 
tion. The question then is how many of these 
cases should be taken care of by the federal gov- 
ernment. 

During hearings by the House Veterans Affairs 
Committee, Dr. Russell B. Roth, chairman of the 
American Medical Association Committee on 
Federal Medical Services, reiterated the AMA 
stand that service-connected cases should receive 
best care possible in VA facilities and that non- 
service-connected illness should be the responsi- 
bility of state and local governments, if the 
veteran is unable to pay for his care. 

Before adjourning, the House Committee in- 
troduced a bill that did little to clear up the 
issue of non-service-connected care. It was aimed 
rather at the Budget Bureau in an effort to as- 
sure that some 5,000 beds now closed because of 
“administrative decisions” would be placed in use 

presumably for non-service-connected cases. 
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a 
overgrowth 
is a factor 


TETRACYCLINE (PHOSPHATE-BSUFFERED) AND NYSTATIN 
SUPPLIED: 


CAPSULES contain 250 mg. tetracycline HCI i j 

Se Soin ee eae He Combines ACHROMYCIN V with NYSTATIN 
Nystatin. ORAL SUSPENSION (cherry-mint fla- 
vored) Each 5 cc. teaspoonful contains 125 mg. 





ACHROSTATIN V combines ACHRomyYCINt V...the 


tetracycline HCI equivalent (phosphate-buffered) new rapid-acting oral form of ACHRomycint Tetra- 
and 125,000 units Nystatin. cycline...noted for its outstanding effectiveness 
DOSAGE: against more than 50 different infections...and 
Basic oral dosage (6-7 mg. per Ib. body weight per Nystatin ...the antifungal specific. ACHROSTATIN 
day) in the average adult is 4 capsules or 8 tsp. ; : 5 

of ACHROSTATIN V per day, equivalent to 1 Gm. Vv provides particularly effective therapy for those 
of ACHROMYCIN V. patients who are prone to monilial overgrowth 


A Ee a during a protracted course of antibiotic treatment. 


LEDERLE LABORATORIES Division, AMERICAN CYANAMID COMPANY, Pear! River, New York > 
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Joint Infi tt and le spasm 
are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simultaneously relleves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any singie antirheu- 
matic-antiarthritic agent. 













MERCK SHARP & DOHME Division of MERCK & CO., INC., Philadelphia 1, Pa; MO) 


Faster rehabilitation In 


MEPROLONE-2 Is Indicated In cases of severe 
Invoivement, yet often leads to a reduction of 
steroid dosage because of its muscie-reiaxant 
action. When Involvement is only moderately 
severe or miid, MEPROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (botties of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
in the same formula as MEPROLONE-2 (bot- 
tiles of 100). MEPROLONE-5—5.O mg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide geil (botties of 3O). 


Because muscies move joints, 
both muscie spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient... 
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Rheumatoid Arthritis 


Multiple compressed tablets 


THE FIRST MEPROBAMATE-PREDNISOLONE THERAPY 









MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a Simultaneous actio > 
relax muscles in spasm an 


to suppress joint inflammation. 
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AMA TO SURVEY LEGAL PROFESSION 


A survey of attorneys on various subjects of 
mutual interest to physicians and lawyers will be 
conducted early this fall by the AMA’s Law De- 
partment. Approximately 10,000 lawyers will be 
asked to answer questions on interprofessional rela- 
tions, medical professional liability and expert 
medical testimony. The need for such a study is 
evidenced by the fact that as high as 80 per cent 
of all cases tried today require medical testimony 
and that seven out of 10 personal injury cases are 
decided on medical rather than legal considera- 
tions. The medical profession should be aware of 
the problems of attorneys and the role of medicine 
in the judicial system. It is hoped that this infor- 
mation can be used to promote good working 
relations between physicians and attorneys. 


AMA RADIO HEALTH SERIES POPULAR 


With the co-operation of county medical socie- 
ties, the MSMS has successfully contacted Michi- 
gan radio stations with the result that several of 
the excellent series of radio programs produced 
by the American Medical Association have been 
given generous usage. 

As indicated below, these radio stations of Mich- 
igan have been co-operative to a degree far 
beyond what could be reasonably expected. As a 
result The Council at its July meeting instructed 
that a special expression of thanks be tendered 
them. This report deals only with the broadcast 
of the AMA series: Other radio stations are also 
carrying other medical programs on a_ regular 
basis. 


ANNUAL REPORT ON DISTRIBUTION OF AMA RADIO 


HEALTH PROGRAMS IN MICHIGAN 

July 1, 1957—June 30, 1958 
Series 

WELL, Battle Creek 
Calhoun C. M. S. 


Summer Serenade 
Medicine Fights Killers 
Tea for Three 
Superstition or Science 
Yours for Health 
Drugs You Use 

Mind Alone 

Menu for Health 

Well at Work 

Picture of Health 


Harmony and Health 


WHTC Radio, Holland 


Heart of America 
Ottawa C. M. S. { f 


The Living Proof 
Mind Alone 

Picture of Health 
Train Up a Child 
Summer Serenade 
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WHAK Radio, Rogers City 
Alpena C. M. S. 


WKAR Radio, East Lansing 
Ingham C. M. S. 


WJLB, Detroit 
Wayne C. M. S 


WCBY, Cheboygan 
Northern Michigan M. § 


WMAB, Munising 


Marquette-Alger C. M. S. 


WION Radio, Ionia 
Ionia-Montcalm C. M. S. 


WABJ, Adrian 
Lenawee C. M.S 


WMIC Radio, Monroe 
Monroe C. M. S. 


WHLS Radio, Port Huron 
St. Clair C. M. S 


WKNX Radio, Saginaw 
Saginaw C. M. S. 


WSTR Radio, Sturgis 
St. Joseph C. M. S. 


WJBK Radio, Detroit 
Wayne C. M. S. 


WMTE Radio, Manistee 
Manistee C. M. S 


WSJM Radio, St Joseph 
Berrien C. M. S. 


Guardians of Your Health 
Everyday Health Problems 


Yours for Health 

Menu for Health 

Medicine Fights the Killers 
Picture of Health 

Train Up a Child 

Safe at Home 


The Living Proof 
Physical Medicine 
Picture of Health 
Dr. Tim, Detective 
Summer Serenade 


Menu for Health 
Dr. Tim, Detective 
Sixteen 

Well at Work 


Summer Serenade 
Harmony and Health 
Everyday Health Problems 
Dr. Tim, Detective 
Sixteen 


Yours for Health 

Drugs You Use 

The Living Proof 

Menu for Health 
Everyday Health Problems 


Heart of America 
Gold Medal Doctors 
The Doctor Answers 
Mind Alone 


Facts 


Guardians of Your Health 
Facts 

The Doctor Answers 
Gold Medal Doctors 
Train Up a Child 


Safe at Home 

Tea for Three 
Harmony and Health 
Menu for Health 


Harmony and Health 
Medicine Fights the Killers 


Guardians of Your Health 


Thirty-Five 

Harmony and Health 
The Doctor Answers 
Best Is Yet to Be 
Dr. Tim, Detective 
Sixteen 

Safe at Home 

Well at Work 

Hi Forum 


Yours for Health 

Drugs You Use 
Superstition or Science 
Guardians for Your Health 
Hi Forum 

Dr. Tim, Detective 
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FIVE PROFESSIONS MAP “MAP” 


A torward step toward the realization of a 
Michigan Association of the Professions was taken 
when key officials of five learned professions met 
in Lansing recently to discuss organization plans 
for such an association. 

Representatives of the Michigan Society of 
Architects, the Michigan State Dental Association, 
the Michigan Society of Professional Engineers 
and the State Bar of Michigan met on July 21 


nation is crying for brain-power, the most | 


irned group 


P 
of all, the professions, are being by-passed when deci 


sions affecting the ir future are be ing made 
Commenting on the concept of a Michigan 
Association of the Professions, Dr. Saltonstall said 
that the need for an association of th professions 
has long been the goal of the forward-looking lead- 
ers of the various professions in our state. It is 
the consensus of these men, he said. that the 





Officials of the MSMS, who met with leaders of other professions to discuss 
organization plans for a Michigan Association of the Professions at a dinner 
meeting at Kellogg Center, Michigan State University, July 21, 1958, were: 
(left to right) Gilbert B. Saltonstall, M.D., Charlevoix, President-elect: George 


W. Slagle, M.D., Battle Creek, President; 


kegon, Councilor. 


with the following representatives of the Michigan 
State Medical Society: President George W 
Slagle, M.D., President-elect Gilbert B. Saltonstall. 
M.D., and Councilor William M. Le Fevre, M.D. 

This is the first time, to anyone’s knowledge, 
that officials of all these professions joined in an 
attempt to solve common problems and promote 
mutual aims. 

The Michigan State Medical Society has been 
one of the leaders in planning a Michigan Asso- 
ciation of the Professions. Dr. Slagle urged that 
everything possible be done to permanently estab- 
lish such an organization in Michigan. 

“The power of the professions, as organizations, to 
serve the public good is not being used effectively be- 
cause it is not being exerted in unison,” Dr. Slagle said 
“It is ironic that at a time in our history when the 
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William M. Le Fevre, M.D., Mus- 


terrific potential of the combined strength of the 
professions has been too long overlooked and 
ignored by those both inside and outside the 
professions. 


“Almost everyone has seen and recognized the power 
and influence of organized groups,” Dr. Saltonstall said. 
“Industry and labor are represented at the bargaining 
tables of the nation by single, powerful voices, backed by 
separate organizations which represent segments of inter- 
est. Legislators consult—and listen to—the wishes and 
demands of these highly organized groups. Their opin- 
ions are sought on almost all matters of legislation. 

“By contrast, the professions are rarely considered, 
much less consulted, except in those instances when the 
matter directly affects technical subjects within the pur- 
view of one particular profession. In the majority of 
these instances, while far reaching decisions are being 
made that affect the future of all professions, these 


(Continued on Page 1236) 
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FIVE PROFESSIONS MAP “MAP” 

(Continued from Page 1233) 
professions often do not even know the matter is being 
considered, much less decided.” 

General comments from the leaders of the pro- 
fessions present at the meeting indicated that there 
is a growing feeling that an association of the 
professions of Michigan could create an active 
working body that would devote its efforts to the 
economic, political, social and public relations 
problems common to all professions. It would 
include in its membership all professional persons 
legally registered, certified or licensed, or other- 
wise qualified as members of the architectural, 
dental, engineering, legal and medical professions 
and any other professions that may be subsequently 
admitted. 

Contemplated projects and plans that the or- 
ganization would seek to accomplish will directly 
benefit all members of all professions in the broad 
fields of legislation, public relations, education and 
business techniques. 

A statement of purposes for the association, pre- 
sented at the dinner meeting by Lester P. Dodd, 
Past President of the State Bar of Michigan and 
Legal Counsel for the MSMS, listed the following 
as objectives: 

. the encouragement of participation of all the pro- 
fessions in programs having for their purpose the ad- 
vancement of professional ideals and professional wel- 
fare; 

. the promotion of better understanding between and 
among the several professions ; » te 

the promotion of a free interchange of opinion and 
information among its members on subjects of mutual 
professional interest; 
. . . the promotion of closer contact between the leaders 
of the learned professions; _ ; : 
the fostering of ever higher standards of profes- 
sional ethics and conduct; 

. the promotion of programs and measures designed 
to protect the public and the professions against en- 
croachments on professional practice by those not 
qualified ; ; 
: the promotion of programs designed to offer pro- 
fessional and preprofessional students more adequate 
preparation for professional life; 

. the promotion of programs and measures designed 
to assist young professionals in meeting the problems of 
their respective professions; 

the stimulation and fostering of leadership by the 
professions in public service activities on community, 
state and national levels. 

All representatives of the professions at the 
meeting accepted, in principle, this concept of an 
association of the professions. It was the unani- 
mous wish of those present that delegates from the 
five professions meet in the near future to iron out 
organization details of the Association and to draw 
up tentative articles of incorporation so that they 
in turn could subsequently report back these deci- 
sions to their parent Societies for certification or 
change in accordance with the desires of the 
separate professional societies. 

To this end, plans were made for an all-day 
meeting, September 14, of delegates and alternates 
from the five professional societies. Dr. Saltonstall 
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and Dr. Le Fevre are the MSMS representatives. 

Four other professions were represented at the 
dinner meeting in July. Representing the Michi- 
gan Society of Architects were: Frederick E. 
Wigen, President; James B. Morison, Immediate 
Past President, and Elmer J. Manson, Past Presi- 
dent. Representing the Michigan Dental Associa- 
tion were: Jack P. Beukema, D.D.S., President; 
Floyd D. Ostrander, D.D.S., Immediate Past 
President, and John G. Nolen, D.D.S., Chairman, 
Legislative Committee. The Engineers Society was 
represented by: John S. Reed, President; Fred- 
erick Von Voigtlander, Immediate Past President, 
and N. O. Saulter, Director-at-Large. Members 
of the State Bar were: Raymond H. Dresser. First 
Vice President; James R. Rood, Commissioner, 
and Maxwell F. Badgley, Commissioner. 


PUBLIC TELECASTS TO 
PRECEDE ANNUAL SESSION 


Two special half-hour medical television pro- 
grams will be produced by the Michigan State 
Medical Society as a prelude to the 93rd Annual 
Session beginning September 30 in Detroit. The 
shows will emanate from the studios of WJBK- 
TV, Channel 2, Detroit. They were developed 
with the co-operation of the executive personnel 
and staff of that station as a public service. 

During program planning, the MSMS worked 
with Sidney E. Chapin, M.D., Dearborn, Chair- 
man of the Wayne County Medical Society’s Pub- 
lic Relations Committee. Script-writer for the two 
shows was Jack Kantner of the Michigan Health 
Council. 

The medical documentaries will publicly set the 
stage for the scientific meetings which will follow 
during the four days of the MSMS Annual Ses- 
sion at the Sheraton-Cadillac. 

Other publicity preparations for the Annual Ses- 
sion include the Press Dinner customarily held on 
the Wednesday before the convention. Invited to 
the dinner are representatives of all communica- 
tions media in the Detroit area. 

As usual, the Scientific Press Relations Com- 
mittee will be available in the Sheraton-Cadillac 
Press Room to aid in the interpretation of the 
scientific news and arrange interviews with guest 
essayists. H. F. Dibble, M.D., Detroit, is Chair- 
man of the 1958 Committee—members are A. B. 
Gwinn, M.D., Hastings; J. J. Lightbody, M.D., 
Detroit; C. Allen Payne, M.D., Grand Rapids; 
A. E. Schiller, M.D., Detroit; and C. L. Weston, 
M.D.. Owosso. 

A special House of Delegates Press Committee 
will serve news media representatives in a similar 
capacity during the session of the House of Dele- 
gates immediately preceding the scientific session. 
Members of this Committee are: J. J. Lightbody, 
M.D.. Detroit, Chairman; L. Fernald Foster, 
M.D., Detroit; K. H. Johnson, M.D., Lansing; 
M. L. Lichter, M.D., Melvindale; and C. Allen 
Payne, M.D., Grand Rapids. 
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control of adverse reactions. 
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the use of morphine or addicting 
synthetic narcotics, even in 

many cases of late cancer. 


Three Strengths — 
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investigator 


after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). ...” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4 effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


A ee a 
| RESERPINE (0.5 mg./day) 


HYDRALAZINE 


MONTHS —————’** WEEKS 7 


In “Chlorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 
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INITIATE THERAPY WITH 'DIURIL'. ‘oiurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., "INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
Serious side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION. The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 


"DIURIL' is a trade-mark of Merck & Co., Inc. 








AMA News Notes 


NUTRITION MEETING 

More than 500 physicians, nurses and dietitians will 
gather October 16 in Madison, Wisconsin, for the fifth 
annual symposium sponsored by the AMA’s Council on 
Foods and Nutrition. “Factors Involved in Formation 
and Disease of Bone” will be the subject under discus- 
sion at the one-day meeting to be held at the University 
of Wisconsin. 

A highlight of the program will be a presentation by 
Willard Libby, Ph.D., of the Atomic Energy Commis- 
sion, on atomic fall-out and radioactive stronium utiliza- 
tion in the human bone. Other features include: a dis- 
cussion of “Vitamin D—History and Mode of Action”; 
a paper on “Clinical Indications for the Use of Vitamin 
D Preparations” and a presentation on “Factors Influ- 
encing Tooth Formation and Structure.” 

In addition, two panel discussions will be held in the 


) 


afternoon 1) “Bone Formation and Repair” and (2 


“Lathyrism and Bone Disease.” 
CONFERENCE ON AGING 

To co-ordinate medicine’s activities in the field of 
aging, the American Medical Association has called a 
special planning conference September 13-14 at the 
Drake Hotel, Chicago. State medical societies and 
state departments of public health have been invited 
to send representatives by the AMA Committee on 
Aging. The program will include: presentations of the 
major challenges to the medical profession in the area 
of aging; opportunity for each participant to discuss 
these challenges as they relate to the activities of the 
medical societies they represent; round table discussions 
on the activities of other national organizations in the 
field, and scientific papers. Further information may 
be secured from the Council on Medical Service 


RADIO SERIES PLUGS HEALTH CARE 
FOR DOLLS 


Health tips for youngsters from “Dr. Dolliwell’ is the 
theme of a new series of six transcribed five-minute spot 
announcements prepared by the American Medical Asso- 
ciation. These radio platters feature a little girl who 
brings her doll to the family doctor fer advice on various 
health topics, including safety, vaccinations, good nutri- 
tion and cleanliness. Medical societies wishing to book 
the series on local radio stations may contact the AMA’s 
Bureau of Health Education. 


LEGAL PROFESSION SURVEY 

A survey of attorneys on various subjects of mutual 
interest to physicians and lawyers will be conducted early 
this fall by the AMA’s Law Department. Approximately 
10,000 lawyers will be asked to answer questions on 
interprofessional relations, medical professional liability 
and expert medical testimony. The need for such a 
study is evidenced by the fact that as high as 80 per 
cent of all cases tried today require medical testimony 
and that seven out of 10 personal injury cases are 
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decided on medical rather than legal considerations. The 
medical profession should be aware of the problems of 
attorneys and the role of medicine in the judicial system 
It is hoped that this information can be used to promote 
good working relations between physicians and attorneys 
NOMENCLATURE INSTITUTE IN 
PHILADELPHIA 

The third in the 1958 series of regional Nomenclature 
Institutes will be conducted by the American Medical 
Association November 3-5 at the Benjamin Franklin 
Hotel in Philadelphia 
the Standard Nomenclature of Diseases and Operations 


This short course on the use of 


is offered as a special service to medical record librarians 
and others working with the Nomenclature in the hos- 


pital, doctor’s office or clinic. 


GROUP PRACTICE ROSTER PLANNED 

The AMA’s Council on Medical Service has been in 
the process of compiling information on group practices 
throughout the country and eventually plans to publish 
a directory of these groups. To date the Council has 
information on 989 such groups located in the United 
States, Hawaii and Canada. Verification sheets have been 
sent out to those groups already on file. Physicians who 
practice in groups of two or more—who have not re- 
ceived a check sheet—are invited to send the following 
information to the Council: group practice name, ad- 
dress, office building (indicate whether rented or owned), 
number of physicians, and the specialties represented. 


ADVICE ABOUT BLUE SHIELD 


“If the Blue Shield Plans of today are not all they 
might be, physicians should not be surprised. The 
elusive character of perfection is only too well known 
to the physician and this is as true of the economic side 
of medicine as it is of the scientific. Physicians and 
patients must realize that health insurance plans do 
not spring de novo, full grown and potent like Minerva 
from the brow of Jove.’—J. W. Fons, M.D., President, 
Medical Society of Wisconsin. 
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SPECIFIC DESENSITIZATION... 


is easily accomplished, quickly and accurately 
by any physician. Simply scratch test each 
patient by using activated Barry allergens 
to determine what offends the patient. Then 
send a list of these offenders with their 
reactions to Barry for the preparation of a 
specific desensitization formula which pro- 
motes /asting active immunity. For scratch 
testing your patients, request the specific 
assortment of activated allergens which may 
include foods, epidermals, dusts, fungi, 
bacteria or pollens. A brief history of your 
patient will permit us to select the assortment 
your patient requires. This is a safe, simple, 
time-proven technique and comes to you 
complete with directions for use by your nurse 
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For the nurse 

ALLERGY TESTING, A MANUAL FOR 
THE NURSE ASSISTANT 
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LASTING ACTIVE IMMUNITY... 


is obtained by desensitizing your patient for the 
specific irritants to which your patient reacted by the 
scratch test. Each desensitization formula is indi- 
vidually prepared for each patient according to his 
own needs based upon the list of irritants that you 
supply and the degree of reaction for each. Specific 
desensitization against irritants such as foods, epider- 
mals, dust, fungi, bacteria and pollens immediately 
promotes active immunity lasting longer than any other 
known medication. Each specific treatment is prepared 
in a three vial serial dilution set (20 doses) and includes 
a personalized treatment schedule indicating the 
correct interval to use between injections. For your 
patients that have already been skin tested by any 
means, simply send their list of offenders to the Allergy 
Division. Prompt 7-10 day service on all Rx’s 
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Editorial Opinion 





ACCIDENTS AND THE FAMILY PHYSICIAN 


“A significant per cent of our accidents are caused 

by drivers who are not physically and psychologically 
qualified, or whose faculties are impaired by the action 
of drugs. . . . These facts immediately call for a 
definition of the doctor's responsibility to society, in 
the detection and elimination of these killers on the 
road. . . Driving should be legally defined as a 
qualified privilege, and not as an accepted personal 
right. Carefully planned laws should be established to 
define physical and psychological qualifications, and to 
establish methods of detection and discrimination. 
It may also be necessary to require that each applicant 
for a driver’s license furnish a certificate from his family 
physician as to the existence of any of the specified 
illnesses which might impair his driving. To make this 
reporting by physicians effective, the false reporting 
by physicians should be a breach of the law.’’—Arizona 
Medicine, June, 1958. 


THE AMA AND SOCIAL MEDICINE 


Since the war, socialized medicine so-called has be- 
come one of the foremost controversies in the United 
States. 

The American Medical Association is meeting in 
San Francisco, and as usual it will discuss various pend- 
ing proposals for socialized medicine. As usual it will 
oppose them. As usual many Americans, supported by 
politicians, will take the doctors to task for this attitude. 

Socialized medicine is not primarily a scientific cause, 
but a political cause. It is a political cause because 
politicians see votes in it. Politicians see votes in it 
because most of us are poor, and find it difficult to 
meet our medical bills. Politicians say socialized medi- 
cine will halve these bills or better. 

Politicians are as versed in human nature as are 
doctors, and when you are versed in human nature 
you attain to power over human beings. Adolf Hitler 
was a good example of this, but in a wholly different 
domain, so was Abraham Lincoln 

It is true that socialized medicine will reduce medical 
costs for certain segments of the American population, 
but it does not do this by increasing medical efficiency. 
It does it by shifting the costs to the general taxpayer. 

There is no evidence whatever that socialized medi- 
cine will increase medical efficiency, and there is con- 
trary evidence in Great Britain. The factor involved in 
the cause is not medicine as an art and a science, but 
almost exclusively the money of those needing medical 
treatment—or fancying they do. 

Medicine as an art and a science is as competitive 
as any human institution known. First, those who serve 
it range from the sloppy to the dazzling, from doltish 
money grubbers to the creative and _ self-sacrificing. 
Second, those needing medical treatment approach it 
emotionally, and excepting the marital state, nothing 
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is more delicate and personal than the relation between 
doctor and patient. 

This relation cannot be adequately met by a political 
or social device, any more than the marital relation can 
be adequately regulated by divorce laws. 

The present high and rising cost of medical treatment 
is in part the high cost of modern technological proce- 
dures, and in part the inflationary price structure of 
our time. The story of a few years ago that doctors 
were getting the lion’s share of medical costs was sheer 
nonsense, refuted by the most casual examination of 
any total bill for illness involving hospitalization and 
latter-day methods of treatment. 

The doctors were the target because the politicians 
saw in them the most vulnerable target, due to the 
undeniable reality that a good doctor makes a good 
income. So do good lawyers, but most of us go through 
life without even needing one. Hence envy of a law- 
yer’s lot cannot be transformed into a political cause 

In the Soviet Union, the cost of medical treatment 
is low. When and if we retrogress to the Soviet stand- 
ard of living and to the Soviet concept of a collective 
society without competition, our medical costs will be 
low, too.—Royce Brier, in the San Francisco Chronicle, 
June 26, 1958. 
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Homes of the Wayne County Medical Society 


“So Fleet the Works of Men Back to the Earth Again 
Ancient and Holy Things Fade Like a Dream” 
KINGSLEY 


OW that the Wayne County Medical Society 

has moved into its magnificent new home on 

the Medical School Campus, some remarks about 

its former homes may be of interest. This writer 

has been a member of the Wayne County Medical 

Society during his entire fifty-eight years of medi- 
cal practic e. 

In the year 1904-1905, he was elected Secretary- 
Treasurer of the Society and served two years. 
The first year, Guy L. Kiefer was President and 
Willis S. Anderson, Vice President. In 1905-1906, 
A. E. Conner was President and Charles D. Aaron, 
Vice President. The Secretary-Treasurer was 
bonded by the Society for the sum of $500—his 
job was to get a speaker for the meetings, send out 
the postal card notices and collect the dues. 
Things are quite different today. In those days, 
the Society had less than 500 members, or no one 
man could have handled the job of both Secretary 
and Treasurer. The Society has certainly made 
strides during the last fifty-eight years. 

Our present Society's history goes back to the 
year 1876, exactly parallelling the life span of this 
writer. 

In the early days, the Wayne County Medical 
Society had no home. It met in the old Wayne 
County Building, the Elks’ Temple, the Fellowcraft 
Club of Michigan Avenue, the Griswold House, 
and occassionally in some of the doctors’ homes. 
It wasn’t until the year 1910, under the presidency 


of Arthur Holmes, that sufficient interest was man- 
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ifested by the members to encourage the election of 
a Board of Trustees and to authorize the purchase 


of a society building. They secured the property 


First home of the Wayne County Medical 


at 65 East High Street (now Vernor Highway 

Fig. 1). This was to be paid for by subs« ription 
among the members. The Society. in order to own 
its Own property, was incorporated by a Board of 
Trustees, and on September 1, 1910, the first 
meeting was held in its first home. In 1913, the 
Society had increased in membership to more 
than 600. It became evident that larger quarters 


/ 
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HOMES OF WAYNE COUNTY MEDICAL SOCIETY—STAPLETON 


first meeting in the enlarged quarters was held 
February 2, 1914. This addition also had a lhi- 
brary with regular library stacks and a paid li- 
brarian. The vicissitudes of the library, the dispo- 
sition of its books, and the administration of its 
affairs form a story in themselves. 

The Society stayed in the High Street Home 
until January, 1927, when the property was sold, 
and moved to new quarters on the 11th floor of 
the Maccabees Building (Fig. 2). We who were 


members in those days enjoyed the informal at- 


wt 


ail marl: A Renecnctccetamee 


mosphere of both these early quarters, especially 
the marvelous cooking of Mrs. Nelson and her 
fried chicken cooked in Southern style. 

But the quarters in the Maccabees Building 


TT 


soon proved to be inadequate for the size of the 
growing Society, and increasing financial difficul- 
ties, born essentially of the depression, which af- 
fected everybody alike, caused the Trustees to 
start thinking about another abode. 

Frank Kelly, Henry Luce and Milton Robb were 


appointed a committee to seck new quarters 





Maccabees Building 





The Whitney House at Woodward and Canfield. 


were needed, so the Trustees were authorized to Somebody mentioned that the Whitney Home on 
build an auditorium at the rear of the house not to Woodward Avenue was vacant. It seemed a nat- 
cost more than $30,000. This was done. and the ural thing to think of this vacant mansion in 
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David Whitney House on the campus of 


terms of possible occupancy by the Wayne County 
Medical The David Whitney Building, 
Detroit's magnificent all-professional office 


Society. 
hirst 
building, brought the David Whitney family close 
to the medical profession during the years that 
building had been in existence. And then, too, 
there was Neil Hoskins. 

Neil Hoskins was the personal physician for 
the Whitney family. He was a fine doctor who 
accompanied the Whitney family on transoceani 
trips via their own yacht to Europe and else- 
where. He was also a great story teller, a circus 


fan who spent his summer vacations with the 


Ringling Brothers Circus. (A profile of this man 
who really got us the Whitney House would be 
highly interesting. ) 

Dr. Hoskins took the matter up with the Whit- 
ney family and on January 2, 1932, the Society 
moved into the home at Woodward and Canfield 

Fig. 3 the 
grounds were given to the Wayne County Medical 
A stipulation of the gift by the Whitney 
estate was that the headquarters, wherever lo- 
the David Whitney 
House. Thus it is that our new quarters are so 


Ten years later, building and 


Society. 


cated, was to be known as 


named. The Society settled in the David Whitney 
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the 


Wayne State University Medical 


House in the year 1932, where it was adequately 
housed with ample facilities for offices, meeting 
rooms and dining rooms, but with no auditorium. 

Some suggested that it might be possible to hold 
churches but this 


meetings in one of the nearby 


idea didn’t appeal to the members. So we met at 
the Ford Hospital, in the small auditorium of the 
Art Museum and lastly in the auditorium of the 
Medical Department of Wayne State University. 

Now the davs of our wanderings are over. The 
New David Whitney House the campus of 
Wavne State Medical College is the 
last word in a facility designed to take care of all 
(Fig. 4 


end this piece without saying “Many Thanks” to 


on 
University 
the activities of the Society I cannot 
the devoted group who worked so hard to make 
the plans of our new home a reality. Of course, it 
was the contributions of the members which made 
it possible. We must not forget either that the 
sale of the Old David Whitney House provided a 
All 


honor to the David Whitney Estate for their great 


firm basis for creation of the building fund. 
gift. 
Now let’s enjoy our new home 


Woodward Avenue 
Michigan 


1553 
Detroit 26, 








Wayne State University College of Medicine 


HE HISTORY of Wayne State University 


College of Medicine began more than ninety 


years ago. Since that time, its influence has con- 
tinued to grow. In contrast to other medical 
schools, an unusually large proportion of its grad- 
uates have been the residents of Detroit and other 
points in Michigan. In most cases, they have 
stayed in Michigan to become respected and valu- 
able additions to their communities. 

In 1868, just after the end of the Civil War, a 
small group of Detroit physicians founded the De- 
troit Medical College (Fig. 1). The first regular 
medical course was given in 1869, and thirty-eight 
students received degrees at the first commence- 
ment. The College moved to more spacious quar- 
ters in 1883 (Fig. 2). 

A competitor, the Michigan College of Medi- 
cine, founded in 1869, joined with the Detroit 
Medical College in 1885, and the combined 
schools became known as the Detroit College of 
Medicine. They occupied the old home of the 
Michigan College of Medicine (Fig. 3). 

The Detroit College of Medicine was subse- 
quently affiliated with Harper, St. Mary’s, and 
St. Luke’s Hospitals and an ambulance service was 
started together with the services of an eye-and-ear 
infirmary. 

Four years later, in 1889, the new college built 
its own building (Fig. 4) which was to serve as its 
home for sixty-five years. The college was private- 
ly owned and it supplied a large percentage of 
doctors for the growing needs of Michigan. In 
1913, it was reorganized under a new charter as 
the Detroit College of Medicine and Surgery, con- 
trolled by a Board of Trustees. On July 1, 1918, 
it became the only municipally-owned school of 
medicine in the United States functioning under 
a Board of Education. 

An act of the State Legislature in 1923 enabled 
the Board of Education to extend the collegiate 
work under its direction, and in 1924 the Detroit 
College of Medicine and Surgery became a part of 
the Colleges of the City of Detroit. The Colleges 
were renamed Wayne University in January, 1934, 
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and in 1956, the name was changed to Wayne 
State University. 

The last eight years of the College of Medicine’s 
existence have witnessed more growth and devel- 
opment than its previous eighty-two years. Both 
its physical plant and teaching and research fac- 
ulty, as well as its clinical facilities, have expanded 
enormously. 

In 1950, Detroit Receiving, the medical school’s 
main teaching hospital, added an eight-floor out- 
patient and research wing, the Farwell Annex. 

The new Wayne State University Medical Sci- 
ence Building (Fig. 5) was dedicated in 1954. 

The Kresge Eye Institute was established, and in 
1955 the Lafayette Clinic, a neuropesychiatric fa- 
cility, began operations. That same year saw the 
beginning of the first Department of Industrial 
Medicine as an integral part of a medical school 
with Dr. Arthur Vorwald as Chairman. The de- 
partments of Neurosurgery and Neurology were 
established in 1957 under the chairmanship of 
Doctors E. S. Gurdjian and John S. Meyer, re- 
spectively. A Department of Physical Medicine, 
under Dr. Joseph N. Schaeffer, was created in 
May, 1958. Dr. Schaeffer is also Director of the 
Rehabilitation Institute of Metropolitan Detroit 
(formerly housed at Herman Kiefer, it now has 
a new home at 261 Brady Street, next to Harper 
Hospital) . 

The Children’s Hospital of Michigan became 
affiliated with the College of Medicine in 1957, 
formalizing a working arrangement that has ex- 
isted for years. This 217-bed teaching hospital 
gives the College one of the largest pediatric de- 
partments in the country. Dr. Anthony Nolke, 
Associate Pediatrician-in-Chief of Children’s, is 
now Assistant Dean of the College of Medicine. 

A third University service in Internal Medicine, 
headed by Dr. Gordon Myers, was established at 
Harper Hospital early this year. There are teach- 
ing services in Internal Medicine in Detroit Re- 
ceiving and Dearborn Veterans Hospitals. 

In September, 1958, Wayne State University, 
with legislative approval. increased its Freshman 
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Fig. 1. Detroit Medical College—1868 

















Fig. 2. Detroit Medical College—1883. 
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Class from seventy-five to 125 students, making it 
the largest class in the College’s history. 
The magnificent new David Whitney House, re- 


cently completed and now occupied, stands just 





Fig 3. Michigan College of Medicine—1885. 





Fig. 4. Michigan College 


north of the Medical Science Building. It is the 
newest addition to the Medical Campus area. It 
houses the expanding activities of the 3,000 mem- 
bers of the Wayne County Medical Society. This 
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physical proximity to the medical school should 
bring about a closer tie and co-operation between 
the practicing physician, the teacher-physician, and 
the research-physician. Such co-operation should 
shorten the time-lag between theory, clinical re- 
search, and therapeutic application. A partnership 
between the medical school and the medical so- 
ciety, with each having free access to the other’s 
facilities, is unique and holds the promise of mini- 
mizing the friction that exists in many teaching 
centers between practicing physicians and faculty. 

Dean Gordon Scott has placed high on his pri- 
ority list the construction of a Postgraduate Medi- 
cal Center so that Michigan’s 6,000 practicing 
physicians will have more adequate opportunities 
in their endeavors to keep abreast of medical prog- 
ress. He envisions this new building as a combined 
clinical and didactic teaching center with dining 
and housing facilities for the physician-student, at 


a reasonable all-inclusive fee. 


Also high on the list is the building of student- 


ee 


of Medicine—1889. 


faculty apartments. At the present time, the stu- 
dent body and faculty are scattered all over the 
metropolitan area. Such distant living distracts the 


students from complete attention to the study of 
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Fig. 5. The new Wayne State University Medical Science Building—1954 


medicine and adds to their expense. Many of 
them are forced to seek employment to supplement 
their funds, with the result that a highly undesir- 
able diversion of energies and talents is created. 
Campus apartments would be self-liquidating and 
funds should be readily available for their con- 
struction, 

Six acres bounded by Larned, Lafayette, Rivard 
and the proposed Chrysler Expressway, have been 
purchased by the University for institutional 
buildings as yet undesignated. 

To accomplish its objectives of education, re- 
search and service, the College of Medicine is 
closely affiliated with many institutions. Both De- 
troit Receiving and Herman Kiefer Hospitals, op- 
erated by the Department of Health, are available 
to the College for teaching purposes. Together, 
they furnish 2100 teaching beds. The Veterans 
Administration Hospital of Dearborn under the 
direction of a Dean’s Committee is used extensively 
for undergraduate and graduate teaching. This 
adds 911 more teaching beds. Wayne County 
General Hospital (3000 beds devoted primarily to 
mental and geriatric cases) and the William Sey- 
mour Hospital (573 beds, general medical and 
surgical cases), both supply clinical material for 
teaching purposes. The Lafayette Clinic (142 
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beds) provides a model teaching center for mental 
illnesses with the chief emphasis being on research 
into the cause of mental illness. The Clinic also 
serves as a center for many of the graduate educa- 
ional activities of the State Department of Mental 
Health. In addition to Children’s and Harper 
Hospitals, both Grace and Detroit Memorial Hos- 
pitals are closely associated with the College. 

The Scientific Director of the Detroit Institute 
of Cancer Research also serves as Professor of Ex- 
perimental Oncology at the College. Many re- 
search problems are investigated jointly by mem- 
bers of the two staffs. A close relationship also 
exists with the Kresge Eve Institute whose staff 
members also serve on the faculty of the college. 

From the beginning, the school has been close 
to the citizens of Detroit and the State of Michi- 
gan. Both its student body and its faculty have 
been largely indigenous. Wayne State University 
College of Medicine situated in a highly indus- 
trialized urban center, with its constantly expand- 
ing facilities, looks forward to even greater growth 
and resulting increased services to the people of 
Wavne County and the State of Michigan. 


5057 Woodward Avenue 


Detroit 2, Michigan 
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Enzyme-treated Whole Milk in Infant Feeding 


Report of a Study from the 
Detroit Department of Health 


HIS STUDY was initiated to determine the 

possibilities of feeding infants from birth an 
undiluted, pasteurized, enzyme-treated whole 
cow’s milk without added carbohydrate. Investiga- 
tions were limited to a comparison of the incidence 
of respiratory infections, diarrhea, and possible 
nutritional problems as evidenced by weight meas- 
urements, digestive upsets and general clinical ap- 
pearance of the infants. Bacteriologic studies were 
made to obtain information regarding the safety 
of feeding infants an unboiled, but pasteurized 
fresh cow’s milk product. In the household the 
enzyme-treated milk was offered to the intant 
without being subjected to terminal sterilization. 
The modified milk under study consists of fresh 
whole milk into which proteolytic pancreatic en- 
zymes, mostly trypsin and chymotrypsin, are intro- 
duced prior to pasteurization. The effect of this 
is to hydrolyze about one per cent of the milk 
protein.* It is also claimed to result in a softening 
of the curd tension of cow’s milk rendering it 
more like that of human milk with respect to its 
digestion in infants and adults.* In this process as 
interpreted by Conquest and associate, the hy- 
drolysis of milk casein is stopped after the split- 
off of the outer shell of amino acid radicles of the 
protein molecule, so that casein digestibility is im- 
proved, while the excessive release of free amino 
acids is prevented. A recent report shows that the 
proteolytic activity of this enzyme-treated milk 
closely corresponds to that of human milk,* also 
that in the first three or four months of life the 
proteolytic enzymes of the pancreas are compara- 
tively low. 


Dr. Molner is Detroit Commissioner of Health. Dr. 
Barrett and Miss Barlow are in the Division of Maternal 
Child Health, and Dr. Meyer is Associate Professor of 
Pediatrics at Wayne State University. 

This study was aided by a grant from the Medical 
Dairy Specialties, Inc., of Chicago, Illinois. The enzyme- 
treated milk was Enzylac® which was supplied by the 
C. F. Burger Creamery, Detroit, Michigan. Dextri- 
Maltose® and Tri-Vi-Sol® were made available by Mead 
Johnson Company of Evansville, Indiana. 
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By Joseph G. Molner, M.D. 
C. Dale Barrett, M.D. 
Anne L. Barlow, M.B., B.S. 
and Ruben Meyer, M.D. 


Detroit, Michigan 
Methods 


Infants for study were selected at birth and 
closely followed by nursing visits in the home and 
by visits to the child health clinics. The selected 
infants were divided into three approximately 
equal groups: (1) breast-fed infants, (2) infants 
fed an evaporated milk formula, and (3) infants 
fed the enzyme-treated milk. Comparisons be- 
tween the three groups were made on the basis of 
weight gains, number of stools per day, incidence 
of diarrhea, frequency of colic and respiratory in- 


fections, and skin rashes. 


Selection of Cases——-Only normal, healthy ba- 
bies with a birth weight of over 2500 grams, born 
at Herman Kiefer Hospital, a municipal institu- 
tion, during the period November 7, 1954, through 
April 4, 1955, were accepted for study. Mothers 
desiring to fully breast feed their infants for at 
least three months were assigned to the breast-fed 
group. Mothers with no interest in breast feeding 
were assigned to one of the other two groups in 
the following arbitrary fashion: infants whose 
birth dates were on even dates were assigned to 
the evaporated milk formula group; those whose 
birth dates were on odd dates were assigned to 
the enzyme-treated milk group. Average birth 
weights were approximately the same in all three 
study groups. 

The feeding plans for each group were initiated 
in the hospital at birth. During the hospital stay 
both the formula and enzyme-treated milk were 
subjected to a heat of 230 degrees F for ten min- 
utes in compliance with State Health Department 
regulations. All infants in this study were dis- 
charged home on the third post-natal day. 

One hundred forty-nine babies in the breast-fed 
group, 120 in the evaporated milk group, and 134 
in the enzyme-treated milk group eligible for clinic 
care were accepted for study. Thus a total of 
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TABLE I. INFANT DIARIES AND AVERAGE NUMBER OF DIARY INFORMATION PER CHILD 
By Month of Life and Study Group 
Type of Feeding 
Month sreast Formula Enzyme-Treated Milk 
Life Average No Average No Average No 
No. Infants Days Information No. Infants Days Information No. Infants Days Information 
with Diaries Per Child with Diaries Per Child with Diaries Per Child 
0 149 129 134 
| 120 23.9 10¢ 23.5 17 2 
2 109 25.1 OS 25.7 108 2 
; Rt) 24.6 RL 24.8 "4 2.4 
‘ 72 26.2 70 26 5 88 a 0 
a") ti 26.35 b2 26.3 77 27.6 
6 8 25 33 25.9 OS 23.9 
7 42 25.3 ited 9 { tf 19.1 
$12 babies were assigned for home follow-up: 97 rABLE II AVERAGE NUMBER OF STOOLS PER DAY 
aT 4 Nlo tho fe ind Stu (sroup 
per cent were colored; 52 per cent were male. By Month of Life and ly i 
Home Follow-up.—A public health nurse visited ri 
e ay ° : : ; Month Average Number of Stools Per Da 
the home of each infant dismissed from the hospi- of Type of Feeding 
; , Lif 
tal not later than the fourth day after discharge Breast I . ETM* 
Nursing visits continued at intervals of four i 2 ‘ 
‘ ; ’ - 2.1 2.7 2.8 
weeks until the infant was seven months old 1.9 > 4 2 5 
pe crn oat hy ate ‘ 2.4 3 
These visits fell between clinic visits so that the 1.7 : > 4 
babies were seen either at home or in the clini 7 19 2 25 
every two weeks. A day-to-day history on each ~ 
ees . f , ¢ *Enzyme-treated Milk 
child was obtained from a health diary kept by the : 
mother. Table I shows the number of completed . “ae af 
heating the prepared formula in a boiling water 
diaries available for each month of life, and the } : 
ogg ; ath for twenty-five minutes. 
average number of days per child for which the 
diary was kept. Group 3-—Enzyme-treated milk feeding—In 
the hospital, babies in this group were fed an 
Feeding Plans in the Home autoclaved product. In the home, these infants 
received a pasteurized but not sterilized milk. 


Breast Feeding. 
infants 
if 


equivalent of one artificial supplementary feeding 


Group 1 
this 


For the purposes 


study, were considered to be fully 


breast-fed they required no more than_ the 


daily and if breast feeding was continued for at 
least three months. Of the 149 admitted to the 
study for home and clinic follow-up, eighty-six 
babies were fully breast-fed for three months. and 


fifty-eight were breast-fed for an additional thre 


months. 


Fee ding. Babies he 


formula-fed group were discharged from the hos- 


Group 2—-Formula in t 
pital with a formula of evaporated milk seven 
Dex- 
three tablespoons. This was changed 
13 


ounces, water 19 ounces, and the carbohydrate to 


ounces, water 11 ounces, and carbohydrate 
tri- Maltose 
at the first clinic visit to evaporated milk 
five tablespoons. The feedings were ad libitum 
At six months of age, the carbohydrate additive 


was eliminated and whole milk was substituted 


Mothers were instructed in the method of terminal 


SEPTEMBER, 1958 


Enzyme-treated milk was delivered to the home in 


quart bottles by a commercial dairy. The instrue- 
tion card for this group stressed importance of 
refrigeration of the product and advised mothers 
to pour the milk from the dairy bottle into pre- 


viously boiled nursing bottles, cover, and refriger- 


ate. Mothers were told to warm (not boil) the 
milk for the baby’s feeding, which was to be of- 
fered ad libitum. 

Supplemental Feeding Infants in all groups 
were given identical vitamin supplement (0.6 ce. 
of Tri-Vi-Sol) daily, starting at the age of two 
weeks. Mothers in all three groups were encour- 


aged to add solid foods as follows: cereal at two 


months; fruit at two and one-half months: vege- 
table preparations at three months: and mashed 
potato at five months 
Results 
Stool Frequency and Diarrhea Table IT shows 


that. except for the first month, breast-fed babies 


1265 








ENZYME-TREATED WHOLE MILK—MOLNER ET AL 


100 


DAYS EXPERIENCE AND AVERAGE DAILY 


DIARRHEA 


By Month of Life and Study Group 


TABLE III. DIARRHEA: INCIDENCE PER 
STOOLS DURING 
Incidence of Diarrhea 

Month 

of lype of Feeding 

Life Breast Formula 

1 1.7 3.0 

2 0.5 2.1 

3 0.4 1.9 

4 0.2 1.9 

5 0.5 oo 

t iE. 3.1 


*Enzyme-treated milk 


rABLE IV. RESPIRATORY INFECTION: INCIDENCE 
PER 100 DAYS EXPERIENCE 
By Month of Life and Study Group 

Mont! ype of Feeding 

Life Breast Formula ETM* 
1 10.6 4.3 6.3 
2 11.5 10.6 16.0 
3 8.7 12.7 12.6 
t 11.3 15.¢ 13.6 
5 10.9 12.6 11.6 
6 9.6 7.8 8.9 


*Enzyme-treated Milk 


tend to have fewer stools than the two artificially 


fed 
Diarrhea 


groups. 


was defined as any pronounced in- 
crease in the stool frequency pattern or a marked 
tendency towards watery stools. This change in 
pattern was determined from an inspection of the 
diaries and was usually quite marked for any in- 
dividual child 

It was difficult to compare the number of sepa- 
rate episodes occurring in any one month of life 
because of overlapping into the following month 
Therefore, the 


quency of diarrhea 


it was decided to compare fre- 


or other sickness) in terms of 
the total life experience available for each month, 
expressed as an incidence rate. This rate was de- 
rived as follows: Morbidity rate equals the total 
days sickness per month divided by total days re- 


corded per month times 100. 


= SD x 100 
M —- 
= RD 
number of sick days recorded 
number of days recorded) 


SD RD 

Thus incidence rates as defined herein are di- 
rectly comparable for all three groups. 

The severity of diarrhea experienced within 
each group was reflected by the number of daily 
stools during the illness. Average daily stools re- 
ported on days with diarrhea have been calculated, 


and are shown in Table ITI. 
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Average Daily Stools During Diarrhea 


rype of Feeding 


ETM* Breast Formula ETM* 
5.0 5.1 5.4 6.2 
= 3.6 3.9 §.2 
1.2 2.3 4.5 3.2 
0.4 20 1.2 29 
1.0 2.5 os 5.6 
0.6 3.1 5.3 $Y 


Except for the first month, the incidence rate of 


diarrhea for the breast-fed group was definitely 


lower than for the artificially fed groups: breast- 
fed infants also had fewer stools during the at- 
tack. After fed 


enzyme-treated milk had less diarrhea and fewer 


the first two months infants 


stools per attack than did the infants on formula. 

Resfnratory Infection.—Mothers were instructed 
to record on the Health Diary any cold symptoms 
noted in their babies. The incidence of respiratory 
infections so recorded per 100 days experience is 
shown in Table IV. For study purposes, the fol- 
a mild re- 
rhinitis 


lowing criteria of severity were used: 


spiratory infection was characterized by 


and mild cough; a moderate respiratory infection 
included fever and other systemic symptoms; a 
severe respiratory infection included complications 
These ob- 


such as bronchitis, otitis, or pneumonia 


servations are shown in Table V. 


Rash. 
bies was noted on the health diaries. In practice, 
difficult 


The frequency of rash for the study ba- 


this was extremely to evaluate as the 
location of many of the rashes was not known, and 
only a few of the babies suffering from rash were 
seen by a physician. As a general rule, the inci- 
dence of rash was highest in all groups during the 
first three months of life and fell off after the third 


month. 


Colt ‘ 


the study as any evidence of persistent restlessness 


Colic was defined for the purposes of 


accompanied by apparent abdominal discomfort, 
or incessant crying following feedings. The inci- 
dence of colic was unusually low in all three 
groups. This complaint was largely limited to the 
first two months of life with no one feeding regime 
offering an advantage over the others in its avoid- 


ance. 
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TABLE V. RESPIRATORY INFECTION! NUMBER AND PERCENTAGE OF TOTAL EPISODES RECORDED 
By Group and Severity of Infection (Six Months’ Experience) 


Severity of Infection 


Pvp 
of Mild Moderate Severe Unknown Pota 
Feeding No ( No No Ne No 

Breast 67 18.2 it 33 } 2.2 ; 16.5 139 100 

Formula 53 44.2 60 iS 7 5 2 ‘7 23.9 155 100 

E-nzyme-treated Milk 71 $2.5 9 5.3 ‘ g 2 1 is ¢ 167 00 
Weight Gain—Every child was weighed on pathogens present in the milk upon delivery. 
each clinic visit. Table VI shows the attendance Once delivered, it is expected that this milk will 
and average weight per child for each month, by be promptly refrigerated. For each feeding, a 
study group and sex. A study of these weights portion is poured into a clean, boiled nursing bot- 

shows that the formula and enzyme-treated milk tle, warmed and fed immediately to the baby. 
fed babies experience a similar pattern of weight To determine the bacteriological safety of the 
gain. This is especially marked when data for the milk three procedures were employed: Coliform 
sexes are combined. Breast-fed babies show a counts, using violet-red-bile agar (Difco) poured 
slightly greater average weight gain during the plates: total colony counts. ascertained by the 
first month for both sexes, despite the fact that the usual technique: the presence of cocci determined 
infants received little apparent nourishment dur- by the use of dextrose azide broth (Difco). Miulk 
ing the first few days of life. This initial advan- samples showing a coliform count of zero to ten 
tage is maintained to the fifth month. colonies per cc. were regarded as clean and 


satisfactory 


Mortality.—One child in the formula group was - 
Throughout most of the study, weekly coliform 


‘ 


admitted to the hospital in the sixth month of life : ; 7 
. e . . ounts were run on randomly selected samples OI! 
and died within twenty-four hours from diarrhea , : thse apg: f 

: : ; the dairy-delivered enzyme-treated milk. This gave 
and bronchopneumonia. Another baby in_ the 


7 : . a good indication of the bacte riological condition 
formula group died at two weeks of age; autopsy is 
of the milk as it was delivered to the consumer. In 

; 


reported pneumonitis and atelectasis. Two deaths ; 
order to discover how much and how often the 


also occurred in the enzyme-treated milk group. ah | 
: light contaminat : the ., 
one child died, aged seventeen days, with an au- mothe : might contaminat the = k in the aa 
: as a sampling of prepared nursing bottles was made 
topsy report of bilateral pneumonitis. A second baby Bact 4 oe : via ; 
. . . | sach mother was asked to Dring 1n an eXtra Nurs- 
in the enzyme-treated milk group was found dead , gcgen: pint ae ; 
Baad Sa hall ie ail does ing bottle of the enzyme-treated milk on her sec- 
in bed at three and a half weeks of age; autopsy 1 visi Tie rh; ae “ 
. 1. . . ond visit to the clini lis amounted to sam- 
reported pneumonia. The health diary for this , poison 
hild — pt th | f death ad n } pling what would have been offered to the infant 
child was kept up to the day of death and no ab- : aia ere : 
. R } » of | » t . wet 
normality was noted. These four deaths, two in ee ag — — = ” si 2 
. . yiected Dy the clinic nurse and sent packed 1n 
the formula fed group and two in the enzyme- aoe) > E ca : : ; he D 
° e l * to the unter yi ease ,aboratory of the a 
treated milk group, are the only deaths occurring - seis ‘i eo aii 
in the study period. None of the breast-fed babies partment of Health. The same sampling proced- 
ure was made on the evaporated milk tormula 


oe: series, where the mothers had all been instructed to 
Bactertology.—During the first few months of terminally “sterilize” the formula by subjecting it 
life and certainly throughout the early weeks, it is to twenty-five minutes of heating in a boiling water 
generally accepted that any form of milk offered to bath. 
the infant should be free of any pathogenic or- Over a period of sixteen months, sixty-one bac- 
ganisms and as nearly sterile as possible. To teriological examinations were made at about 
achieve this, the milk must be prepared according weekly intervals on the dairy delivered enzyme- 
to so-called aseptic techniques or by the terminal treated milk. Total colony counts and results ob- 
heating method. For the commercially pasteurized tained on dextrose azide broth were within ac- 
enzyme-treated fresh milk product used in_ this ceptable range and revealed nothing of signi- 
study, the “aseptic” method is advocated by its ficance. On eleven occasions, the coliform count 
producer on the assumption that there are no exceeded ten colonies per cubic centimeter. These 
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TABLE VII. SUMMARY OF BACTERIOLOGIC 
FINDINGS ON NURSING BOTTLE SPECIMENS 
OF FORMULA AND ENZYME-TREATED 
MILK PREPARED BY MOTHERS UNDER 
HOUSEHOLD CONDITIONS 


Formula Enzyme-treated Milk 
Number Per Cent Number Per Cent 


Total specimens 65 100.0 85 100.0 


Specimens with coli 
torm counts 0-10 


colonies per cx +1 63.1 43 0.6 
Specimens with coli- 

form counts above 

10 colonies per c¢ 24 36.9 4 194 


occasional high counts were attributed to technical 
failures in the dairy plant after pasteurization and 
have since been eliminated. There was no increase 
in the incidence of diarrhea in the babies fed the 
enzyme-treated milk during the time relatively 
high coliform counts were noted in the laboratory. 

Regardless of whether the “aseptic” method or 
the terminal heating method is recommended to 
mothers, no method will ensure safety of the form- 
ula for infant feeding unless the physicians’ in- 
structions are carefully and conscientiously carried 
out by the mother. As seen from Table VII, large 
numbers of mothers in both groups seemingly 
failed to heed the instructions regarding the han- 
dling of formula or enzyme-treated milk evidenced 
by frequent occurrence of excessively high coli- 
form counts. There was no detectable increase in 
diarrhea among infants inadvertently fed bacteri- 
ologically contaminated milks. 

Failures in technique were apparently less com- 
mon in the evaporated milk group, but the dif- 


ference was not statistically significant. 
Discussion 


Babies in each of the three study groups seemed 
to thrive equally well regardless of the feeding 
plan used. Infants on breast appeared to have a 
slight advantage in lower stool frequency when 
compared to either the enzyme-treated milk or 
formula-fed groups. 

Earlier work on the results of feeding enzyme- 
treated milk to infants were reported from Cook 
County Hospital by Maurice Blatt' and his co- 
workers in 1940. The work was done with institu- 
tional children entirely. Seventy-five children were 
started on this same product in the first month of 
life and only eleven remained under observation 
for six months. Controls using other forms of 
milk numbered 38 initially and only seven re- 
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mained for six months. Blatt reported that babies 
fed enzyme-treated milk had fewer stools daily and 
less diarrhea than those on other milk, whereas 
we have found babies fed this product experience 
the same number of stools and a similar diarrhea 
rate as do formula fed babies. Fewer respiratory 
infections were reported as occurring in enzyme- 
treated milk fed babies. which findings our study 
does not substantiate. 

The enzyme-treated milk under study may be 
fed without modification to the newborn and this 
practice continued, unaltered, throughout early in- 
fancy. Neither carbohydrate additives nor dilution 
of the product with water was necessary in our 
experience. None of the babies in the enzyme- 
treated milk group developed clinical evidence of 
dehydration. It was not the intent of this study 
to determine whether infants would do equally 
well on unmodified whole pasteurized cow’s milk 
or to assess the biochemical or physiologic proper- 
ties of enzyme-treated milk. 

To ensure the bacteriologic safety of enzyme- 
treated milk for infant feeding, certain precautions 
must be observed. Enzylac® as it comes from the 
dairy is a pasteurized but non-sterilized milk prod- 
uct. Like any other milk product, it can, under 
improper conditions of storage and temperature, 
provide a culture medium for the growth of cer- 
tain pathogenic micro-organisms. To minimize the 
risk of bacteriologic contamination in the house- 
hold tt is recommended that only the amount need- 
ed for a single feeding be poured from the dairy 
bottle. The remainder should be kept under 
constant refrigeration. 

The question of bacteriological safety is not 
alone limited to an enzyme-treated milk. Any ar- 
tificial feeding can pose just as great a threat to 
the infant if it is not properly prepared by the 
producer or in the home. Ample demonstration of 
this problem was seen in the bacteriologic findings 
in the evaporated milk formula samples which 
showed gross contamination despite the fact that 
these samples had supposedly been subjected 
to terminal heating. The fatlures in household 
techniques indicate that greater stress must be placed 
on educatin: 


mothers to the importance of care- 


ful adherence to the recommended technique. 
Summary 


Four hundred and twelve infants were assigned. 
at birth. to one of three feeding regimens. One 
hundred and seventy-nine infants remained unde 
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observation for six months; fifty-eight of these 
were breast-fed, fifty-three received an evaporated 
milk formula, and sixty-eight were on enzyme- 
treated milk. Al] mothers were instructed not to 
introduce supplementary foods until the baby was 
two months old. A total of 39,052 days of infant 
experience was satisfactorily recorded by the moth- 
ers participating in this study. 

The infants averaged 2.5 stools per day during 
the first six months of life: no clinically significant 
differences due to feeding plan were ascertained. 
Breast-fed babies had fewer stools. and fewe repi- 
sodes of diarrhea than did the two artificially fed 
groups. 

The respiratory infection rate was about the 
same for all three groups. Infants in this study 
experienced between ten and 12 days of respira- 
tory illness for each 100 days of life 

[he mothers introduced heavy bacterial con- 
tamination in the preparation of both evaporated 
milk formula and enzyme-treated milk feedings 
yet in neither group was an increase in the inci- 
dence of diarrhea, respiratory infections or infant 
mortality noted 

From a publi health standpoint, the commer- 
cially prepared and distributed enzyme-treated 
milk under study was found to be a safe and ac- 
ceptable product for infant feeding provided the 
usual precautions are taken in the household in 
its preparation and storage. 

No nutritional disturbances, as evidenced by 
dehydration. digestive upsets, abnormal weight 


gain, illness or poor general appearance were en- 


countered when this group of free-living, healthy 


infants were fed an enzyme-treated pasteurized, 
whole cow’s milk product, undiluted and without 
carbohvdrate additives. Babies in each of the three 
study groups appeared to thrive equally well 
whether on breast, evaporated milk or enzyme- 


treated milk feedings 
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Two Five-year Survivals of Carcinoma 
of the Esophagus 


ARCINOMA of the esophagus is a highly leth- 

al disease in all stages. degrees of malignancy 
and anatomical positions. Most patients are in- 
curable when first seen by the surgeon, and by the 
time he explores the diseased area not more than 
20 to 30 per cent of these lesions can be resected 
with any hope of cure. Although the prognosis is 
poor with surgery, it is hopeless without it, and it is 
our opinion that any patient with an esophageal 
cancer, unless there is evidence of distant metasta- 
sis, should at least be explored. In the event tha 
all visible tumor can be removed and thus a cure 
possible, a resection with a transthoracic esopha- 
geogastrostomy is performed regardless of the loca- 
tion of the lesion. If it is obvious that complet 
removal of the tumor cannot be achieved a palli- 
ative re section is nenetheless seriously considered 
for lesions below the arch of the aorta. 

Wilson, Powers and Johnston' have recently 
reviewed 124 cases of esophageal carcinoma treated 
at the Detroit Receiving and Dearborn Veterans 
Administration Hospitals, among which _ there 
were twenty-four patients (20 per cent) whose le- 
sions had been resected with some hope of cure 
At the time of that report, there were no patients 
surviving five vears and only three surviving four 
vears after esophagectomy. 

The case reports of the two patients who hav 
now survived without evidence of recurrence for a 
five-year period are presented. One other patient 
lived four and one-half years but then succumbed 


to pulmonary tuberculosis. 
Case Reports 


Case 1 This man. white, aged fifty-nine, was ad- 
mitted to the Dearborn Veterans Administration Hospi- 
tal July 2, 1951, complaining of progressive dysphagia 

From the Department of Surgery, Wayne State Uni- 
versity College of Medicine, the Detrcit Receiving 
Hospital and the Dearborn Veterans Administration Hos- 
pital, 

Study done in part under an American Cancer So- 
ciety Clinical Fellowship 


1270 


By Charles J. Koucky, M.D. 
Morris W. Wilson, M.D. 
and Gerald S. Wilson, M.D. 


Detroit, Michigan 


which had begun in October, 1950. This had progressed 
to where he could swallow only Uquids and he had lost 
20 pounds in weight. He had been a chronic alcoholi 


and was known to have had cirrhosis with jaundice and 


ascites in 1943. He denied recent alcoholism. Six years 
prior to admission, he had begun to experience exer- 
tional dyspnea with EKG signs of myocardial damag« 
believed to be secondary to arteriosclerotic heart disease 

Upon examination, he was found to be well-developed 
and fairly well-nourished, weighing 150 pounds. His 


temperature was 98.6 degrees F., pulse 82 per minute. 
and blood pressure 130/80 mm. Hg. No notable physical 
abnormalities were present and there was no evidence of 
significant heart nor liver disease. No evidence of 
metastatic carcinoma was detected. 

The results of the laboratory tests performed on ad- 
mission were as follows: The hemoglobin was 14 gm 
per 100 ml. whole blood and the white cell count was 
7,600 per cubic millimeter. The differential white count 
was within the limits of normal. The non-protein nitro- 
gen was 58.7 mg. per cent. The serological test for 
syphilis was negative. The total serum proteins were 
8.4 mg. per cent with a normal albumin to globulin 


ratio 
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Chest x-rays and an electrocardiogram gave normal On 


cut section, the deeper layers were infiltrated by 
findings. An esophogram was obtained on July 6, 1951 


grayish-white finely granular tumor tissue 


These « hange Ss 


extended to the proximal margin of the specimen. The 
was seen mucosa ir 


and an ulcerating, fungating lesion extending from the 
aortic arch downward for a distance of 8 cm 


this portion of the esophagus was ulcerated 





Fig. | The stomach and duodenum appeared to be 
normal. Esophagoscopy was done on July 3 and 


ulcerating and constricting lesion at 38 cm. was seen 


and biopsied. The pathological diagnosis was squamous- 
cell carcinoma. 

On July 10, 1951, the patient's chest was explore 
through the left 7th interspace and the tumor was pal- 
pated at the level of the aortic arch It was easily 
freed from the aorta but was moderately adherent to 


the left main stem bronchus. It was the surgeon’s opi! 





ion, however, that this adherence to the bronchus was 
not due to invasion by cancer. After the diaphragm was 
opened, the splenic vessels were ligated close to the hilum 
of the spleen, and because of a small laceration in th 
splenic capsule this organ was removed. The gastrocoli 
omentum was then transected to the pyloric area staying 
outside the gastro-epiploi vessels The left gastric ves- 
sels were sacrificed but care was taken to preserve the 


right gastric and right gastro-epiploic arteries. Th: 





cardio-esophageal junction was transected and the stom- 
ach was closed in three layers. The esophagus was the: 
freed above the aorta and transected in this area at Fig. 4 
least 3 inches above the superior aspect of the tumor 


second | cm. cuff of distal esophagus was removed to 


reassure an adequate resection. The stomach was de- but the external surface appeared normal. A single hard 
livered into the area previously occupied by the esopha- node, 0.6 cm. in diameter, was attached to the resected 
gus and fixed to the superior mediastinum prior to com- esophagus near its upper end. Separately present was 


pleting a two-layered esophagogastrostomy. The circula 0.3 cm. segment of esophagus which 


represented the 
proximal end of the resected specimen. On mi 


tion through the upper stomach was good throughout th 


croscopk 


procedure. After fashioning a new diaphragmatic hiatus, 


examination, massive infiltration of the esophagus by a 
a thoracotomy tube was inserted and the chest was closed squamous cell carcinoma was noted. The tumor varied 


On gross pathologic examination, the resected segment in its degree of differentiation and appeared to be quite 
of esophagus was 12 cm. in length. In the proximal 8 anaplastic in many areas. Invasive carcinoma was found 
cm., the wall was considerably thickened and indurated 


in the separately resected cuff and the lymph node was 
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partly replaced by metastatic carcinoma (Figs. 2, 
and 4) 
The patient’s postoperative course was uneventful and 


he was discharged on the twentieth postoperative day 


Fig. 5. 


Since his discharge, this patient has done exceedingly 


well. He has maintained his weight without pain or 
distress and has been able to lead a normal existence in 
every way (Fig. 5). On periodic esophagrams, the last 
one being August 24, 1957, he has demonstrated a 
satisfactory esophagogastric outlet with no evidence of 


residual tumor (Fig. 6) 


Case 2.—This man, white, aged sixty-five, was ad- 
mitted to the Dearborn Veterans Administration Hospital 
on August 17, 1951, complaining of progressive dysphagia 
and a 50-pound weight loss throughout the eight 
months preceding his hospital admission. In the eight 
weeks prior to admission, the dysphagia had become more 
severe and was associated with anorexia. There had been 
no other previous illnesses other than heart disease, for 
which he was taking digitalis. 

On physical examination, the patient was found to be 
a well-developed but poorly nourished white man. The 
positive findings were limited to the chest where slight 


emphysema and cardiomegaly were noted. A loud pre- 
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cordial systolic murmur was heard. There was no evi- 


dence of metastatic cancer nor heart failure. 


The results of the laboratory examinations done at the 


time of admisison were as follows: The hemoglobin was 


Fig. 6. 


12.8 gm. per cent, the white count was 13,250 per cubic 
millimeter. The urine contained an occasional white 
blood cell per high power field but was free of albumin 
and sugar. The blood urea nitrogen was 30 me per 
cent and the total protein was 6.2 mg. per cent with a 
normal albumin to globulin ratio. The serological test 
for syphilis was negative; the prothrombin time was 66 


per cent of normal; there was a 2.8 per cent retention of 
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bromsulphophthalein dye forty-five minutes after inje structures and there were no palpable mediastinal lymph 
tion. The cephalin flocculation was 3+ in forty-eight nodes, although upon opening the diaphragm several 
hours, The chest x-ray was normal and on July 19 enlarged lymph nodes were palpated along the course of 
1951, a lesion in the lower third of the esophagus was the left gastric artery. The left gastric artery was there- 





fore ligated close t ts Origin and the enlarg nodes 
were removed with the specimen. The right gast1 ves- 
sels were preserved. The gastro-colic omentum was d 

\ ded, care being taken not to sacrifice the gastro-¢ pi- 


ploic vessels. The stomach was amputated at the cardio- 





esophageal junction and closed in layers. The esophagus 
was freed and transected it 2 inches below the aort! 
arch, and an esophagogast1 y was performed at this 
level. The diaphragm was closed and after the insertion 
of a thoracotomy tube connected to underwater drainag 


the chest was closed in layers 

The specimen consisted of a 7 cm. segment of terminal 
esophagus with an attached 6.5 cm. portion of stomach 
The latter was not remarkable. The esophageal wall 


was diffusely thickened 





in width. The lesion 
of the proximal end of the 


tally about 1 cm 





The mucosal linir 
tumor was destroyed and 


Fig. 10. rowed. Numerous enlarg 





to 2 cm. in diameter were 


two of these nodes showed gross evidence of metastatic 
seen on an esophagram (Fig. 7 On July 20, 1951 carcinoma. Microscopically the neoplasm was a well dif 
esophagoscopy revealed almost complete obstruction of ferentiated squamous cell carcinoma and in four of the 
the lower third of the esophagus by a large irregular mass lymph nodes metastatic tumor deposits were seen. Nests 
\ biopsy of this lesion was taken and paraffin sections of tumor cells could also be identified within several 
showed it to be squamous cell carcinoma pericapsular blood vessels in sections of lymph nodes 

On July 30, 1951, an esophagectomy was performed Figs. 8, 9 and 10 

through the left 7th interspace. At the time of explo Postoperatively, this patient also did extremely well 
ration, the tumor could be felt in the lower third of the and was discharged on the sixteenth postoperative day 
esophagus extending to about 5 cm. above the esophageal This patient is periodically re-examined and now eats 
hiatus. The tumor mass was not adherent to surrounding well, is maintaining his weight, has had no symptoms of 
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esophagitis, and at present is living a normal life (Fig 
11). On periodic x-ray studies, a normal esophago- 
gastric junction is seen with no evidence of recurrence, 


although there have been constant irregularities at the 


anastomotic site probably due to  pseudo-diverticuli 


Figs. 12 and 13). 
Summary and Conclusions 


Two five-year survivals of cancer of the esopha- 


gus following csophagectomy with transthoracic 


esophagogastrostomy are reported. The level of the 


tumor was beneath the arch of the aorta in one 
case necessitating a supra-aortic anastomosis, while 
in the second case an infra-aortic anastomosis was 
possible. It is discouraging to note that in only 
about 20 per cent of the total number of patients 
with carcinoma of the esophagus can resection be 
done with any hope of removing all malignant tis- 
sue, which emphasizes the point that surgical cure 
will be improved only when the diagnosis can be 
made before distant metastases or local spread has 
precluded the possibility of a cure. In both these 
cases, lymph node metastases were already present, 
and these five-year survivals can only be explained 
on the basis that all carcinomatous tissue had been 
removed or that the tumor is slow-growing and 


recurrence may not become manifest until later. 
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Normal infant nutrition requires approxi- 
mately 50 calories per pound of weight. Caloric 
distribution should be about 15% from pro- 
tein, 50% from carbohydrates and 35% from 
fat as formulated for the mixtures in the 
tables below. 


For young infants, a favorable hospital for- 
mula consists of a milk and Karo Syrup 
mixture, isocaloric with human milk, e.g. 20 
calories per ounce. 

WHOLE MILK FORMULA 


TOTAL CARB. FAT PROT. 
FORMULA OZ. CALORIES’ CAL. CAL. CAL. 





Whole milk 24 480 5% 36% 14% 
Water 22 _- _- _ _- 
Karo Syrup 1% 180 45% _ _- 





EVAPORATED MILK FORMULA 
TOTAL CARB. FAT PROT. 





FORMULA 02. CALORIES CAL. CAL. CAL. 
Evaporated milk 11 484 5% 36% 14% 
Water 22 — — —_ _ 
Karo Syrup 1% 180 45% _ “= 





An infant will usually take 2 to 3 ounces more 
than his age in months at 3 to 4 hour intervals 
to satisfy his appetite and nutritional needs. 
It is psychologically unwise to force prescribed 
amounts. Normally, the gain in weight of 6 
to 8 ounces a week during the earlier months 
gradually diminishes to 3 to 4 ounces a week 
by the end of the first year. The standard 
one-formula mixture not only provides ade- 
quate nutrition when vitamin supplements 
are added; it also provides educational oppor- 
tunities to prevent feeding problems. 


ADVANTAGES OF KARO® SYRUP IN INFANT FEEDING 
Composition: Karo Syrup is a 
superior dextrin-maltose-dextrose 
mixture because the dextrins are non- 
fermentable and the maltose is rap- 
idly transformed into dextrose which 
requires no digestion. 
Concentration: Volume for vol- 
ume Karo Syrup furnishes twice as 
many calories as similar milk modi- 
fiers in powdered form. 

Pu rity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and 
devoid of pathogenic organisms. 
Low Cost: Karo Syrup costs 1/5 
as much as expensive milk modifiers 
and is available at all food stores. 
Free to Physicians—Book of 
Infant Feeding Formulas with con- 
venient schedule pads. Write: Karo 
Infant Feeding Guide, Box 280, New 


eet, York 46, N.Y. 
& a 
SSDS CORN PRODUCTS REFINING COMPANY 
% ” 
*ane* 
SEPTEMBER, 1958 1274-A 


Say you saw it in the Journa f the Michigan State Medical S 











The 
Achievements 


of 








...in Skin Diseases: In a study of 26 patients with severe der- 
matoses, ARISTOCORT was proved to have potent anti-inflammatory and 
antipruritic properties, even at a dosage only % that of prednisone’... 
Striking affinity for skin and tremendous potency in controlling skin dis- 
ease, including 50 cases of psoriasis, of which over 60% were reported as 
markedly improved*...absence of serious side effects specifically noted.*:*:* 


...in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of arisTocorT corre- 
sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer 
which developed during prednisone therapy in 2 cases disappeared during 
aRIsTocoRT therapy).° 


1. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: 
J. A. M. A. 165:1821, (Dec 7) 1957, 

. Shelley, W. B., and Pillsbury, D. M.: 

Personal Communication. 

. Sherwood, A., and Cooke, R. A.: Personal Communication. 

. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
presented at International Congress on Rheumatic Diseases, 
Toronto, June 25, 1957. 

. Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957, 

. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: 
Paper presented at Nephrosis Conference, Bethesda, Md., 
Oct. 26, 1957. 

9. Ibid.: Personal Communication. 

10. Barach, A. L.: Personal Communication. 

11. Segal, M. S.: Personal Communication. 

12. Cooke, R. A.: Personal Communication. 

13. Dubois, E. L.: Personal Communication. 
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Triamcinolone LEDERLE 


...in Respiratory Allergies: “Good to excellent” results in 29 of 
30 patients with chronic intractable bronchial asthma at an average daily dosage 
of only 7 mg.®. .. Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. 
to control allergic rhinitis in a group of 42 patients, with an actual reduction of 
blood pressure in 12 of these.’ 


...in Other Conditions: Two failures, 4 partial remissions and 8 cases 
with complete disappearance of abnormal chemical findings lead to characteriza- 
tion of arisrocort as possibly the most desirable steroid to date in treatment of 
the nephrotic syndrome.**... Prompt decrease in the cyanosis and dyspnea of 
pulmonary emphysema and fibrosis, with marked improvement in patients refrac- 
tory to prednisone.'’:!-!?,,. Favorable response reported for 25 of 28 cases of 
disseminated lupus erythematosus.’* 


Depending on the acuteness and severity of the disease under 
therapy, the initial dosage of antstocorr is usually from 8 to 20 mg. 
daily. When acute manifestations have subsided, maintenance 

dosage is arrived at gradually, usually by reducing the total daily 
dosage 2 mg. every 3 days until the smallest dosage 

has been reached which will suppress symptoms. 


Comparative studies of patients changed to aRISTOCORT 

from prednisone indicate a dosage of artstocorT lower by about % 
in rheumatoid arthritis, by % in allergic rhinitis and bronchial 
asthma, and by % to % in inflammatory and allergic skin diseases. 
With aristocort, no precautions are necessary in regard to dietary 
restriction of sodium or supplementation with potassium. 


ARISTOCORT is available in 2 mg. scored tablets (pink), bottles of 
30; and 4 mg. scored tablets (white), bottles of 30 and 100. 


: 
E Ledterte ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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for “Syndromatic” Control of 
the Common Cold and Allergic Rhinitis 





Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


protection ... through the full range of common cold symptoms 


Each tablet contains: 


NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 





NEO-SYNEPHRINE HCI 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 


for ACHES, CHILLS, FEVER , 


ACETAMINOPHEN 150 mg............ Dependable analgesic and antipyretic 


for RHINORRHEA, ALLERGIC MANIFESTATIONS 4 


THENFADIL® HCI 7.5 mg. ............. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


for LASSITUDE, MALAISE, MENTAL DEPRESSION 4 


CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. 
Children 6 to 12 years: 1 tablet three times daily. Bottles of 20 and 100 tablets. 
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The Mesoappendix after Appendectomy: 


A Potentially Constricting Band 


OLLOWING appendectomy, the mesoappen- 

dix can become a dangerous band. This can 
probably be prevented. To illustrate how the meso- 
appendix stump caused obstruction, four cases are 
cited. 


Cases Cited 


Case 1—Mrs. R. B. (Crittenton General Hospital, Case 
9817-C), aged forty-one, maid in a doctor’s home, bent 
over to pick up a baby on December 13, 1948. She 
suddenly felt a severe cramping pain in her upper ab- 
domen. She vomited several times, had no flatus nor 
bowel movements, Seven hours after onset, she was in 
the hospital where generalized abdominal tenderness was 
found, maximal in the right lower quadrant. An ap- 
pendectomy had been done four years previously, with 
rapid recovery and no trouble since. At operation shortly 
after admission, 3 feet of gangrenous ileum was resected, 
the obstruction having been caused by a band formed 
from the mesoappendix stump. 


Case 2—Mrs. E. A. (Harper Hospital, Case 36100), 
aged twenty-five, one month postpartum, was admitted 
nine hours after sudden onset of severe cramping para- 
umbilical pain. She did not vomit. An enema a few 
hours after onset yielded a questionably bloody return 
On admission, she was in agonizing pain. Six hours later, 
she was in the operating room where 18 inches of gan- 
grenous ileum was resected. This loop was strangulated 
by a band originating from the mesoappendix stump. Her 
appendectomy had been done eight years earlier with 
no symptoms in the interval. 


Case 3—Mrs. A. M. (Crittenton General Hospital, 
Case 15004-C), aged thirty-four, had four days of epi- 
gastric pain and vomiting prior to admission. Her pain 
later became generalized. She had no bowel movements 
after onset. At operation, intra-abdominal fluid and 
many distended loops of ileum were found. A meso- 
appendiceal band was severed relieving the obstruction 
All bowel was viable. Her only previous surgery had 
been a uterine suspension and appendectomy with no 
symptoms prior to present illness. 


The preparation of this paper was sponsored by, and 
greatly aided by T. T. Callaghan, M.D., Chief of the 
Division of Surgery, Crittenton General Hospital. Dr. 
Heffernan was Resident at Crittenton General Hospital 
in 1957. 

This paper was awarded the Angus McLean Award 
in competition with interns and residents in the Detroit 
area by the Detroit Academy of Surgery in May, 1957. 
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Case 4—R. L. (Crittenton General Hospital, Case 
24475), the six-year-old son of a physician, had severe 
cramping right lower quadrant pain for six hours prior 
to admission. This began while eating. He vomited freely 
and passed no flatus nor stools after onset. At operation, 
the abdomen contained a good deal of fluid and many 
dilated ileal loops, with non strangulating obstruction at 
the terminal ileum from a band originating at the meso- 
appendix. The appendectomy had been done three 
months earlier with no interval symptoms. 


All four patients had uneventful postoperative 
recoveries. 

Similar obstructions occur quite commonly. A 
review of all cases operated on at Crittenten 
General Hospital between January 1, 1946 and 
December 31, 1955 showed forty-one patients 
operated on for small bowel obstruction due to 
postoperative bands. Of these, fourteen had had 
only appendectomy and four had appendectomy 
combined with other abdominal or pelvic surgery. 
Of the eighteen patients, eight cases of obstruction 
were probably due to the mesoappendix and three 
cases were certainly due to the mesoappendix. 
TABLE I. OPERATIONS FOR OBSTRUCTION DUE TO 


POSTOPERATIVE BANDS 
Ten-Year Period 


Total number cases mela aS) 
Previous appendectomy only 14 
Previous appendectomy plus other abdominal or 
pelvic surgery e 
Probably obstructed by mesoappendix stum 
Definitely obstructed by mesoappendix stump . 


Vo Oe 


The band here spoken of may be constructed if 
the mesoappendix is cut near its attachment to the 
appendix (Fig. l-a), and if then the raw edge left 
behind becomes adherent for part of its extent to 
the ileum, to the ileal mesentery, or to the cecum or 
peritoneum thus creating a noose (Fig. l-b). A 
loop of bowel may then slip through this noose and 
be trapped (Fig. I-c). 

This trap probably can be avoided by amputa- 
tion of all the mesoappendix along with the ap- 
pendix, when feasible, combined with ligation of 
the entire mesoappendix stump. By so doing, a 
ligated surface remains where the mesoappendix 


1275 
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had been. This surface should be about level with 
the surrounding visceral peritoneum and com- 
pletely ligated. The raw edge of mesoappendix 


will become agglutinated to a nearby surface 











Excessively long 
meso- appendix f 






Loop of ileum 
distended — 

and possibly 

gangrenous 


Meso-appendix 

adhering to 

mesentery of ileum 
forming noose 


Fig. 1. 


within a few hours. When separation occurs at the 
level of the ligatures after a few days, the end 
result should be a smooth nonadherent surface at 
the level of the ligatures. The principle here is the 
same as that for the appendiceal stump which has 
been ligated without inversion. In his discussion of 
the appendiceal stump, Horsley* states: “After the 
stump is digested and removed, the adherent 
omentum or mesentery drops away and leaves a 
smooth cecal wall which presents merely a slight 
scarring.”” The same phenomenon can be expected 
for a completely ligated mesoappendix. 

Review of the literature indicates that the 
method here described of dealing with the meso- 
Shackel- 


ford’ demonstrates his technique of excising and 


appendix probably deserves emphasis. 


ligating the mesoappendix close to its root flush 
with surrounding visceral peritoneum. He does not 
elaborate on the important reason for doing this, 
however. 

Maingot* and Horsley and Bigger® demonstrate 
methods of covering the raw edge of mesoappendix 
with fat tags, redundant mesoappendix, or cecal 
serosa. This, however, may not remove the 
potentially dangerous band, in fact in doing this 
with less than the greatest of care one may create 
a noose. 

Other authors, in text-book descriptions of ap- 
pendectomy, have given little thought to the 
potential hazard of the mesoappendix. Cole’ em- 
phasizes careful ligation of individual vessels in 
the mesoappendix, but his illustrations show the 
mesoappendix being divided very close to the ap- 
pendix. Cutler and Zollinger* depict a dangerously 
long mesoappendix being constructed, but in the 
following illustration it appears to be well ligated 
close to the cecum. However, in their discussion 
no stress is placed on amputation. 

It is concluded in this paper that the meso- 
appendix following appendectomy can form a 
dangerous band, and that this likely can be pre- 
vented by amputation and complete ligation of 
the mesoappendix. 
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FOR PEACE OF MIND 


Dr. William C. Menninger advises executives: 
set aside a little time once a year, at least, to decide 
where you are going, what are your priorities, am- 
bitions, aspirations. Maybe you are the president. So 
what? What in your personal life is most important 
to you? What is your time allotment in terms of those 
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things? Do you know whether you are going in the 
right direction, and, most of all, where you want to get 
to? Not just in your businesses alone, but also in the 
personal things—your own free evenings, your own 
feeling of status and worth-whileness in life, your own 
dignity, your own integrity, your family.” 
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Reiter Triponemal Antigen in the Diagnosis 
of Syphilis and in the Evaluation of 
Biological False Positive Reactions 


HE EXISTENCE of false positive reactions 

for syphilis became known early in the devel- 
opment of serological tests and were exhaustively 
studied by some of the pioneers,’ but it was not 
until World War II that their importance was 
generally appreciated and the circumstances of 
their occurrence investigated on a large scale. One 
of us (DeGroat)* had the opportunity of studying 
the question in 1941-42 with Doctor Kahn at his 
elbow and was able to anticipate in practice, by a 
couple of years, the basic directive dealing with the 
handling of false positives issued by the Surgeon 
General. This directive can still serve as a reliable 
guide. False positive reactions presented no great 
problem in the Army because it was possible to 
treat them expectantly until reversal occurred, and 
on a percentage basis the number was small. But 
in civilian life, the situation is totally different due 
to laws and regulations, noble in purpose, that 
make a negative blood test a requirement for mar- 
riage or employment. 

As long as all serological tests were based upon 
lipid antigens, all of them were of necessity pretty 
much alike in regard to specificity or the lack of 
it. As early as 1942, it had become apparent that 
the possibilities in lipid antigens were nearly ex- 
hausted. The verification tests of Kahn still offered 
hope and were not without value. These, at least 
had the merit of proving that more than one reagin 
was involved in positive reactions. Progress in th: 
serology of syphilis could only be gotten off dead 
center by the introduction of an antigen that was 
truly specific. Practical solutions were finally forth- 
coming in the treponema immobilization test 
(T.P.I.) of Nelson and Mayer® and the treponema 
complement fixation test (T.P.C.F.) of Portnoy 
and Magnuson*, the latter being a protein antigen 
derived from virulent organisms.’ While successful, 


From the Laboratories of the Detroit Health Depart- 
ment. 

*These investigators succeeded in eliminating the 
ubiquitous lipid antigen that had brought failure to all 
previous attempts to develop a specific treponemal anti- 
gen as far back as Noguchi’s early work. 
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and Walter H. Miyao, B.A. 


Detroit, Michigan 


both of these tests are beyond the technical re- 
sources of many laboratories and the average 
pocket book, the cost of the former being about 
$35.00 and the latter $3.00 per test. 

At the same time, thinking along these lines was 
going on in Europe, and D’Alessandro of Palermo? 
seems to have arrived at the same end by extracting 
a non-pathogenic treponema, the Reiter strain 
which had long been the subject of studies yielding, 
heretofore, no practical results. This antigen offers 
the promise of stability, hence ease of handling, 
and at the same time cheapness due to simplicity 
of production. The cost is said to be less than one 
cent per test. Neither the Portnoy or the Reiter 
antigen pretend to be specific beyond the ability to 
identify antibodies to treponemas as a group with- 
out regard to strain. 

Through the generosity of the late Dr. C. R. 
Rein of New York and of Dr. J H. Bekker of 
Utrecht, Netherlands, a supply of the Reiter anti- 
gen was obtained by the laboratory of the Detroit 
Health Department, Herman Kiefer Hospital, and 
this is a report on a few months’ experience with it 

With the antigen in hand, the first problem was 
how to use it. This point suggests a long digression 
that will be avoided. It is enough to note that the 
diagnosis of modern syphilis is largely serological 
making standardization of techniques and com- 
parative studies of various serological tests a neces- 
sity and the first conference devoted to this ob- 
jective, held in Hot Springs, Arkansas, 1938, is a 
milestone in medicine. In addition to settling on 
techniques, much superstition and nonsense in re- 
gard to interpretation and reporting was swept 
away. In dealing with these matters, Dr. J. E 
Moore was in especially fine fettle. A survey on a 
nationwide basis that preceded the meeting be- 
came the model for subsequent bigger and better 
ones but these no longer seem to advance the diag- 
nosis of syphilis because of increasing difficulty in 
determining with certitude what one is testing 

For this reason, after running about 1.200 com- 


parative tests on cases that showed some degree of 
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reactivity to the standard Kahn, it became ap- 
parent that most of the work was lost, as far as 
reaching any solid conclusions was concerned. 
However, from a modest number of cases where 
clinical records had been abstracted, the following 
results are derived. The complement fixation test, 
using the Reiter antigen with Kolmer technique, 
is designated as the R.P.C.F. 


Kolmer employing the cardiolipin antigen was 


In most cases, a 


available and also a quantitative Kahn. Note that 
the base line of reactivity is set by the cardiolipin 
Kolmer complement fixation reaction and it should 
be remembered that this reaction possesses a high 
degree of sensitivity and persistence. The sensitivity 
is such that, in the belief of some workers, it takes 
the test out of the field of usefulness in the diag- 
nosis of syphilis as a disease and in the control 
of treatment.' It may remain positive after other 
tests based on lipid antigens have become negative 
and long after there is any question of active 
syphilis being present. 

Cases were divided into three categories: 

1. Strongly suspected biological false positive 
reactors. 


2. Lipid antigens giving persistently positive 


reactions: positive diagnosis of syphilis probable. 


3. Cases where the diagnosis of syphilis was 


confirmed by clinical or spinal fluid findings. 


;. Biological false positiz es 


R.P.C.F. Kolmer, cardiolipin 
Reactive l Reactive 10 
Non-reactive a #5" Non-reactive 31 
No record 3 


2. Probable syphilis; diagnosts based upon serology, 
all treated 


R.P.C.F. Kolmer, cardiolipin 
Reactive .............. 27 Reactive ......... . 46 
Non-reactive 19 Non-reactive 0 


3. Known cases of syphilis; treated 


R.P.C.F. Kolmer, cardiolipin 
Reactive Soccente ee Reactive ..... 87 
Non-reactive 17 Non-reactive sen 

No record ... 9 


*One case of lupus erythematosis with positive Kahn 
and Kolmer over many years. 


It can be assumed, where the record was in- 
complete, that whenever the R.P.C.F. was positive, 
the cardiolipin Kolmer reaction was likewise 
positive. Exceptions to this have been virtually 
non-existent. Both tests frequently showed a 
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greater reactivity than the standard Kahn. These 


points have a bearing on our conclusions. 


Discussion and Conclusions 
The above results accord in a general way with 
those already reported by Rein, D’Alessandro, and 
DeBruijn.* 
study with a wide variety of lipid antigens, two 
R.P.C.F. techniques, T.P.I. and T.P.C.F. 


Garson and Cannefax have recently reported a 


These authors made a comparative 


similar study.*f 

The all-important fact that emerges is the free- 
dom of the R.P.C.F. from biological false positive 
reactions, and this justifies the conclusion that the 
R.P.C.F. will prove of inestimable value in clari- 
fying the status of cases where a B.F.P. is in 
question, 

Finally, it appears that the specificity of the 
R.P.C.F. is genuine and is unrelated to sensitivity, 
and the sensitivity is about 20 per cent less than 


that of the cardiolipin complement fixation test. 
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Principles in the Treatment 
of Closed Chest Injuries 


HE MA ]¢ IRITY of chest injuries are closed, 

in the sense that there is no communication 
between skin and pleura. They are most com- 
monly incurred in automobile accidents; occupa- 
tional mishaps and falls account for most of the 
remainder. Where trauma to the chest has been 
extensive there will usually be associated injuries 
bevond the confines of the thoracic cage. In such 
instances, the care of these patients will usually be 
in the hands of other than the thoracic surgeon 
Because of these circumstances, it may be helpful 


to discuss the types of injury, the physiologic hand 


caps thus acquired, and methods of treatment 


Fractured Ribs 


There will seldom be chest injury of any severity 
without associated fracture of one or more ribs. I! 
the fractures are causing enough pain to warrant 
hospitalization they deserve intercostal or, even 
better, paravertebral nerve block. A _nicety, al 
though not a necessity, is the additional blocking 
of the nerve immediately above the first and below 
the last fracture We have not been impressed 
with the long term results of one injection of pro 
caine and feel that repeated injections are both 
time-consuming for the surgeon and harrowing for 
the patient. Good results have been obtained with 
injection of each nerve with 3 to 5 cc. of Eucupin 
in-oil®, having first used procaine in raising sku 
wheals and infiltrating the superficial tissues 
Routinely, only one block has been necessary wit! 
this long-acting anesthetic. 

Taping of the chest as a routine measure should 
be mentioned only to be condemned. To relieve 
pain by this means, the hemithorax must be ren- 
dered immobile with resultant decreased excursion 
of the underlying lung. This produces exactly the 
opposite of the desired effect of early return to 


normal respiratory dynamics. However, in_ the 
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ambulatory patient who is not hospitalized, taping 
may add considerable comfort 

We have not found it necessarv or advisable to 
attempt to wire or otherwise fix the ribs, nor to 
perform any type of open reduction for over-riding 


of the fractures. 


Wet Lung Syndrome 
Many names, such as “traumatic pneumonitis,” 
“traumatic patchy atelectasis,” have been attached 


to this condition in the past. Its true nature was 
established during World War II. Essentially. it 
consists of an intercostal nerve-vagus nerve reflex 
resulting in vagal stimulation with resultant 


f 


bronchospasm and bronchorrhea. The spasm « 
the bron¢ hi. In asso lation with incre ased secretions 
from the bronchial mucosa. causes multiple patchy 
areas of atelectasis. Patients so affected are cva- 
notic, dyspneic, “wet”, and have an ineffective 
cough. Prophylaxis is more effective than treat- 
ment in this condition: an intercostal nerve block 
serving to cut the afferent arm of the reflex ar 


Atropine has seemed to be much less effective 


Hemithorax 


If there is fluid within the pleural space, as 
determined by x-ray shortly after injury. it mav be 
safely assumed to be blood. The lung is lacerated 
as the fractured rib ends spring inward at thi 
moment of injury. In most instances, only a per- 
ipheral capillary ooze results. With considerabk 
accumulation of blood. one most suspect bleeding 
intercostal vessels or. if the fractures are peri- 
sternal, laceration of the internal mammar 
trunks. These, being part of the cystemic circuit 
can pour out a surprising amount of blood in a 
short time. A rule of thumb states that one as- 
pirates with a needle when the dome of the dia- 
phragm is covered with fluid as seen in the roent- 
genogram. If a patient slips into shock because of 
intrapleural bleeding (and not because of some 
associated injury). recovers with transfusion, and 
then slips back into shock again, one is justified in 
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entertaining plans for thoracotomy, particularly 
if the hemithorax is obscured in the films. In 
actual practice, it is seldom necessary to open the 
chest. As long as there is any question of continu- 





Fig. 1 (a) Drawing representing additional 
openings cut around the circumference of the 
catheter in its terminal 2 to 3 inches. (b) 
Catheter inserted into the pleural space and 
connected via an adapter to the rubber tubing 
from the closed drainage bottle. A long and a 
short glass tube passes through the two holes 
in the rubber cork. The purpose of the short 
glass tube is to exhaust air to the outside after it 
has passed out of the chest, through the tubing 
and bubbled up through the water. If this vent 
were not present, air pressure above the surface 
of the water would come into equilibrium with 
pressure in the pleural space and further evac- 
uation of air from the latter would cease. The 
long glass tube should extend about one inch 
beneath the surface of the water. 


ing bleeding, blood should be removed by inter- 
mittent needle aspiration rather than by tube 
drainage. Vigorous attempts should be made to 
aspirate all possible blood from the pleural space 
in the ensuing few days in order to lessen the possi- 
bility of the development of a clotted hemothorax 
with resultant necessity for later decortication of 
the lung. If the latter should prove necessary, it is 
done optimally from four to six weeks after in- 
jury. The use of streptokinase and streptodornase 
as hemolyzing agents has not been very effective 
in our hands and, in addition, has resulted in sev- 
eral deleterious reactions ranging from severe 
shock to persistent bronchopleural fistula. 


Pneumothorax 


As mentioned previously, the lung is lacerated 
when the rib ends spring inward at the moment of 
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impact. Thereafter, with each inspiratory descent 
of the diaphragm, air is aspirated via the rent in 
the lung into the pleural space. The gradual ac- 
cumulation of intrapleural air results in collapse of 
the affected lung and may progress to actual ten- 
sion pneumothorax with shift of the mediastinum 
into the opposite hemothorax. Evacuation of this 
air and re-expansion of the lung so that the visceral 
rent is applied against parietal pleura will ordi- 
narily result in tamponading of the rent with sub- 
sequent fibrinous adhesion and sealing. There- 
fore, an intercostal tube should be placed within 
the pleural space whenever there is over 15 per 
cent collapse, or if the degree of collapse is pro- 
gressing. The tube should be attached to a water- 
seal drainage bottle and the latter should always be 
at floor level. When transporting the patient, the 
tubing should be clamped before lifting the bottle. 
If this were not done, and the bottle were elevated 
to the level of the chest, the fluid in the bottle 
would be siphoned into the chest, following which 
occurrence a tension pneumothorax would rapidly 
develop. 


Technique of Intercostal Tube Drainage (Fig. 
1).—If a lateral film has not revealed the presence 
of anterior adhesions, the most desirable location 
for the insertion of the tube is in the second an- 
terior interspace. In the recumbent position, this 
will be the highest point in the chest and will allow 
removal of the last vestiges of air. No special in- 
struments are necessary and the tube may be 
readily inserted while the patient is in bed. After 
preparation and draping, an area of the second 
interspace 3 fingerbreadths lateral to the sternum 

to avoid the internal mammary vessels) is infil- 
trated with procaine. Infiltration is carried 
throughout the depth of the chest wall, and the 
needle is introduced into the pleural space to con- 
firm the presence of free air at the selected site. 
rhe latter being confirmed, additional quantities 
of procaine are injected just external to the pleura. 
While waiting the few moments necessary to obtain 
anesthesia, one may spend the time cutting three or 
four additional holes in the last 2 to 3 inches of a 
No. 20 or No. 22 French catheter. Their purpose 
is to prevent premature occlusion of the catheter 
resulting from contact with blood clot, lung, or 
chest wall (Fig. l-a). One then makes a small 
nick in the skin with a scalpel and, using blunt 
dissection with a hemostat, gradually makes an 
opening through the overlying muscles and pleura 
into the free pleural space. Care should be taken 
during this maneuver to stay toward the lower 
border of the interspace in order to avoid the 
intercostal vessels. The catheter is then grasped by 
the hemostat and introduced into the pleural space, 
making certain that all openings in the catheter lie 
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within the pleura. The catheter is then attached to 
the tubing from the water seal drainage bottle. 
Details of the water seal drainage bottle, all of 
whose components must be sterile, are shown in 
Figure 1-b. A skin suture is then passed through 
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14% 0, 





Fig. 2 
in lung volume 
position of expiration (A 


the upper portion of the right 
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creases of pressure from the ascent and descent of 
the diaphragm, is forced out through the rent in 
the parietal pleura and begins its dissection along 


the tissue planes. If the air can be evacuated from 





(a) Diagram representing the normal chest with the change 
C) which occurs when the diaphragm contracts from a 
to a position of inspiration (B b 
chest wall 


Here 


is considered to be flail 


With the descent of the diaphragm on inspiration, the flail portion of 
the thoracic cage falls inward from its normal position to the new 
position shown. The volume of this collapse (D) may be than 
equal to, or greater than the volume (C) which in a stable chest wall 
would result in increase in lung volume. According to the degree of the 


Less 


above, the underlying lung may (1) inflate slightly on inspiration, 
(2) remain relatively constant in volume throughout the respiratory 
cycle, (3) become smaller on inspiration and larger on expiration. If 


the latter is the case, on inspiration the affected lung will exhale air to 





mingle with incoming air 
spondingly on expiration, the 
inhale the opposite lung’s exhaled 
respiration if untreated, 
longevity. 


is not 


the skin edges and the catheter, gauze dressings 
are applied and the catheter is additionally fast- 
ened to the skin with two or more three-tailed 
straps of adhesive tape. 


Subcutaneous Emphysema 


Subcutaneous accumulations of large quantities 
of air are alarming to the patient, particularly 
the 
eyes cannot be opened. Although this condition is 


when the eyelids become so distended that 
very seldom fatal, it could progress to the point 
where air tension in the tissues exceeded venous 
pressure with consequent interference with venous 
return. 

The same rib fragments which lacerated the lung 
at the moment of injury obviously lacerated the 
parietal pleura at the same time. Air in the pleural 
space, subjected to alternating increases and de- 
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destined 
affected lung 


a 


for the opposite lung. Corre- 

will become larger and 
air. This pendelluft (to-and-fro 
condition associated with great 


the pleural space, further formation of subcuta- 
neous emphysema will be aborted. Thus, use of 
the intercostal tube with waterseal drainage will 
handle the pneumothorax and prevent further 
subcutaneous emphysema at the same time. 
Occasionally, one will find a rapidly progressing 
subcutaneous emphysema with no x-ray evidence 
of pneumothorax. This seeming paradox is ex- 
plained by the fact that the patient has a fused 
visceral and parietal pleura, the result of an old 


It 


would be impossible for him to develop either he- 


pleuritis. The patient has no pleural space. 


mothorax or pneumothorax. Therefore, with each 


expiration, part of the air contained in the lung 
is expelled via the trachea and the remainder 
leaves via the rent in the lung, across the fused vis- 


ceral and parietal pleura and into the tissue 
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planes. This air, being 80 per cent nitrogen, is 
poorly absorbed from the tissues. If one places 
such a patient under 100 per cent oxygen via 
mask, he will then blow readily absorbable oxygen 
into the tissues, and further formation of subcu- 
taneous emphysema will cease at that point. The 
rent will gradually seal, as do nearly all lung lacera- 
tions, and the need for oxygen can be gradually 


tapered off. 


Flail Chest 


Posteriorly, the ribs are heavily reinforced by 
interlacing muscular attachments, but anterior to 
the posterior axillary line this support becomes 
relatively insignificant. Multiple fractures of ribs 
or bilateral fractures of the same or adjacent 
ribs may leave the intervening anterior portions 
of the chest wall lacking in bony support. In such 
circumstances, the natural tendency is for that 
portion of the chest wall to fall inward, as occurs 
when the bony supports are removed in a thoraco- 
plasty. Such patients are said to be suffering from 
paradoxical motion of the chest wall, since that 
portion of the thorax which is unstable falls in- 
ward on inspiration and balloons out on expiration. 
Reference to Figure 2 and its legends will give a 
clearer concept of this condition. 

If severe, flail chest can rapidly prove fatal 
Therefore, prompt and adequate measures are 
mandatory. Emergency treatment proposes to sta- 
bilize the flail chest in the collapsed position. This 
emergency immobilization may be carried out by 
pressure of the hands alone, pressure by sandbags 
or elastic taping applied over voluminous pressure 
dressings. The method used depends upon the de- 
gree of emergency and the materials available at 
hand. Having obtained a collapsed but stable 
chest wall, descent of the diaphragm on inspira- 
tion will not cause any further reduction in the 
volume of the hemithorax—thus the underlying 
lung can inflate on inspiration (although to a 
lesser degree than normal). Conversely as the 
diaphragm rises on expiration, the chest wall cannot 
balloon out and, as a consequence, the underlying 
lung will deflate. Thus normal respiratory dynam- 
ics are approached. 

Definitive treatment envisages an attempt to al- 
low the underlying lung to inflate to full normal 
volume. It is accomplished by pulling the flail 
portion of the chest wall out to its normal position 
and maintaining it there until some degree of 


stabilization and fixation occurs. Towel clips or 
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uterine tenacula are attached to those bony por- 
tions of the thoracic cage which are flail, ropes 
attached to the handles are then led in the appro- 
priate directions over pulleys attached to a Balkan 
frame, and sufficient weights are attached to main- 
tain stabilization of the chest wall in the expended 
position. To be effective, the traction must be 
applied to bone and not to skin or subcutaneous 


structures. 


Traumatic Diaphragmatic Hernia 


The forces at the moment of injury may be so 
great as to rupture the diaphragm. This condition 
may go unrecognized for several days. Occasion- 
ally a dilated, fluid-filled stomach is tapped at 
thoracentesis in an attempt to remove the “pleural! 
effusion.” The first intimation that all is not 
well occurs when obvious gastric juice is identified 
in the aspirating syringe. In addition, strangulation 
and subsequent rupture may occur in the acutely 
incarcerated viscera of a traumatic hernia. For 
these reasons it is well to always remember the 
possibility of this condition and, if in doubt, to 
attempt to prove or disprove its presence. The 
easiest initial step is to pass a Levine tube into the 
stomach prior to obtaining the admisison chest 
films. If the tip of the tube is seen above the ex- 
pected level of the diaphragm (which may be ob- 
scured by blood), one should confirm the presenc« 
of hernia by injecting liviodal or thin barium 
Decision for immediate surgery will depend upon 
an evaluation of the over-all picture. If the hernia 
is large, cannot be deflated by tube, and the pa- 
tient’s respiratory condition is being increasingly 


embarrassed, operation is generally indicated. 


Cardiac Contusion 


Blows to the anterior thoracic cage, with or 
without fracture, may result in contusion of the 
heart. In both immediate and delayed effects, 
such a myocardial contusion is similar to a myo- 
cardial infarction. The electrocardiogram will 
show myocardial damage, and treatment is essen- 


tially the same as for a fresh coronary occlusion. 


Discussion 


The foregoing has outlined specific complications 
and their treatment. Despite meticulous attention 
to these principles, one will find many patients 
who are weak, in severe pain, unable to cough ef- 
fectively and rapidly progressing toward atelecta- 


sis and pneumonia. Bronchoscopy is seldom the 
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answer to the problem because of the frequency 
with which it would be required to be really effec- 
tive. In such instances, it is well to do frequent 
tracheal catheterizations, a simple procedure which 
can be easily mastered by any physician. It is best 
performed with the patient sitting, but can be per- 
formed when he is recumbent. The patient bends 
his neck forward, extends his head backward, and 
protrudes his lower jaw. He is asked to stick out 
his tongue, which is grasped with a “four by four” 
and held so that it protrudes between the lips. A 
No. 18 or No. 20 French catheter is then inserted 
via the nostril into the posterior pharynx, the pa- 
tient is requested to take a deep breath, and the 


catheter is rapidly advanced. Entrance into the 
trachea is evidenced by a spasm of coughing in the 
more vigorous patients. In the severely debilitated 
case, coughing may not occur, but the presence of 
the catheter within the trachea can be confirmed 
something; if the voice is 


by asking him to say 


normal, the catheter is in the esophagus. Suction 
is then applied intermittently until the trachea- 
bronchial tree has been cleansed. If suction has to 
be performed at very frequent intervals, one should 
have no hesitation about performing a tracheot- 
omy. This will vield the dual advantage of allow- 


ing frequent effortless suctioning plus the improve- 

ment found from decreasing the respiratory “dead 
9? 

space. 


It should be 


tions described may be co-existent in the same pa- 


realized that several of the condi- 


each condition remains 
flail 
hemothorax, and pneumothorax would require in- 
blocks, 


water seal drainage, repeated needle aspiration of 


tient. The treatment for 


unchanged. Thus, a patient with a chest. 


tercostal nerve an intercostal tube with 
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the blood, bony traction to stabilize the chest wall 
and, in addition, would probably require frequent 
tracheal catheterization and possibly tracheotomy. 
Note should be made that it is very seldom nec- 
essary to open the chest in order to properly handle 
these patients. The surgical procedures described 
are all of a relatively minor nature, require a mini- 
mum of equipment and, in most instances, can be 
done in the emergency room or in bed. 


Conclusion 


An attempt has been made to demonstrate the 
closed 
chest injuries. It is recognized that many injuries 


derangements in function resulting from 
of this nature will be associated with other severe 
trauma and that the majority of such cases can and 


be 
Better 


will treated by other than thoracic surgeons. 


results will be obtained if the concepts, 


which have been discussed, can be substituted for 


the “tape them and put them in a tent” school of 


therapy. 


Bibliography 


l Brewer L 4., Burbank, B.. Samson, P C and 





SPECIAI 

“4 (fourth) thing that I think is wrong is the ir 
fluence of the specialty groups. I do not know to what 
we could attribute this. I do know that since the waz 


at the state meeting, instead of all going to the annual 


meeting of the Association, many of us started going on 
going to our own specialty groups and heading 
of 
become surgeons, orthopedists, pediatricians, anesthesio- 
We 


Association 


Saturday 


out for home. Instead being physicians, we have 


logists, obstetricians, and internists. no longet 
ot Florida Medical 
members of our own specialty groups, and, to say the 


all 


confined 


are 


members the we are 


a fairly narrow point of view when 


think it is 


have 


to 


least, we 


it is that particular group. I 


absolutely essential that once more we become physicians 


SeepreMBER, 1958 


s1Y 


Schiff, C. A The ‘wet lung” in war casualties 
Ann. Surg., 123:343, 1946 

2. Carter, B. N., and Giuseffi, |] The use of tracheot- 
omy in the treatment of crushing injuries of the 
chest. Surg., Gynec., & Obstet., 96:55, 1953 
Haight, C Intratracheal suction in the manage- 
ment of postoperative pulmonary complications 
Ann. Surg., 107:218, 1938 

+. Jensen, N. K Recovery of pulmonary function 
after crushing injuries of the chest. Dis. Chest, 22 
519 195? 

5. Langston. H. T., and Tuttle, W. M The pathol- 
ogy of chronic traumatic hemothorax J]. Thor 
Surg 16:99, 1947 

307 David Whitney Building 

Detroit 26, Michigan 

GROUPS 

that we become greatly nterested in the problems of 

medicine, rather than the problems of surgery. the prob- 

lems of orthop dics, or the problems oO inv specialty 
group. We must take an interest in this thing in so 

far as it affects all of is, because if one of us s nks, il 

of us sink. We have here in this state problem that 

is not confined to Florida. the matter of adequate pav- 
ment for medical services. It is problem which must 
be solved, because we cannot have any segn of the 
medical profession which is not wholeheartedly behind 

Blue Shield.”—Ropert E. Zertner, M.D., Member of 

Florida Medical Association Advisory Lo ttee to 

Blue Shield ] urna I Ve | fror 

March, 1958 

2853 








Physiologic Obstetrics 


HE TERM “physiologic” according to Web- 
ster,® refers to “an organism healthy or nor- 
Dorland* states that “physio- 
logic” means “normal—not pathologic.” It is 


” 


mal functioning. 


not a new concept that obstetrics is one branch in 
medicine which in most cases has to do with the 
normal. For years we have been instructed to 
adopt a policy of “hands off” or “watchful ex- 
pectancy,” as long as progress in the birth process 
was satisfactory. This was most evident during 
the days of early obstetrics and because of the 
surroundings there was little other choice. The 
old family physician with his home deliveries, of 
necessity, administered minimal amounts of anal- 
gesia and anesthesia; he relied on familiar sur- 
roundings and the support of family and friends. 

Then came the era when our large hospitals 
constructed isolated maternity departments. Ob- 
stetrics became somewhat shrouded in mystery— 
families were no longer together during the lying- 
in period. Since the patient was not in the cus- 
tomary habitat of her own home and comforted 
by the presence of her loved ones, some substitute 
had to be made. The search for the perfect ob- 
stetrical drug then began and the pendulum 
swung to the extreme of over-dependence upon 
drugs with neglect of the time-honored support 
of the patient by her physician. A very imper- 
sonal attitude resulted and the patient was con- 
sidered as a case number, being cared for by a 
number of doctors and members of clinical teams, 
with no one taking the time or interest to really 
listen to the patient. 

Pavlov and Cannon have taught us about con- 
ditioned reflexes and the relationship between 
emotions and visceral function. Slowly the pend- 
ulum has returned and we have acknowledged a 
basic truth: the patient is composed, indivisibly, 
of mind and body and should be treated as an 
inseparable whole. Dr. Grantley Dick Reed ac- 
cepted these principles and in 1929 came along 
with his panacea—‘“natural childbirth.” Dr. Reed 
felt that “we were neglecting the patient’s psyche 
along with robbing her of the emotional satisfac- 
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tion of participating in the delivery of her child; 
he insisted that the psychologic side of obstetrics 
be treated along with the physical. 

It would seem that a middle-of-the-road policy 
adopting what is best from each era—is ad- 
visable. None of us would be anxious to return 
to the days of home delivery, nor would we wish 
to give up the conveniences of the well-equipped 
delivery room. 

The preparation of the patient for labor and 
delivery begins with her first office visit. Let us 
assume that Mrs. Jones has made her appoint- 
ment for today and comes into the office filled 
with anxiety regarding what is ahead of her. It 
may well be that she has never exposed her geni- 
talia before, let alone experienced a pelvic exami- 
nation. How many of us would saunter jauntily 
into one of our colleague’s office if faced with a 
sigmoidoscopic or cystoscopic investigation? How 
reassuring it would be if our new patient found 
several other patients, perhaps well advanced in 
pregnancy, sitting around happily conversing with 
one another; a proud new mother accompanied 
by her baby and awaiting her postnatal checkup 
would be comforting. Following the complete 
history and physical examination we are back in 
our consultation room talking to both the patient 
and her husband. We have established the diag- 
nosis of pregnancy and assured the patient of her 
good health and apparent ability to carry and 
deliver her baby normally. We have thoroughly 
discussed the diet, activity, and so-called hygiene 
of pregnancy. If we can encourage our patient 
to talk about herself and how she feels about this 
pregnancy we have accomplished a great deal. 
Perhaps a simple question, such as, “How do you 
feel about having this baby?” may be all that is 
needed. Our patient needs to feel that we are 
vitally interested in her and will not be disap- 
pointed in what she has to say. 

What else can we do besides plan for regular 
and periodic visits and promise the patient we 
will be available day or night in case any diffi- 
culties arise? We can attempt to answer her 
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questions regarding any symptoms she may have 
and not just brush them aside as being due to 
her pregnancy. These symptoms may include: 
(1) food idiosyncrasies, (2) nausea and vomit- 
ing, (3) weeping, (4) anxiety, (5) sensitivity to 
criticism, (6) claims on her husband’s attention. 
Newton‘ in her monograph on “Maternal Emo- 
tions” calls attention to the fact that nausea and 
vomiting in pregnancy may be related to unde- 
sired sexual experiences, Or excessive dependency 
of the patient upon her mother. She has noted 
that the patient may be particularly nauseated 
the day following intercourse. It is well to ex- 
plain to the patient that many women may be 
unhappy during the early months of pregnancy, 
but as pregnancy progresses the patient will find 
herself becoming more interested and eventually 
eager for the baby’s arrival. After all she must 
be anxious to know whom the baby will resemble 
and whether it is going to be a boy or a girl. 

It seems that once the patient has placed her- 
self in competent hands, made her hospital reser- 
vation, and been told that the pregnancy is defi- 
nite and not just a possibility, she seems to “settle 
down” and be more comfortable about it. The 
patient who has not definitely planned her preg- 
nancy but finds her menstrual period overdue, is 
only too anxious to think of all possible causes 
other than pregnancy. Once, however, the diag- 
nosis is definite, the emotionally mature patient 
accepts the idea and plans accordingly. 

Symptoms of weeping, sensitivity to criticism, 
demanding attitudes and embarrassment are prob- 
ably the results of restrictions, decreased social at- 
titudes, changes in relationship with husbands, 
and wounded pride due to changes in physical 
appearance. If this can be discussed with the 
patient, she may feel a great deal better about 
her symptoms. Anxiety and tension in pregnancy 
are well recognized and may be responsible for 
producing some complications. We are all aware 
of the hazards of childbirth, but it has been stated 
that there is less danger from obstetric complica- 
tions than there is danger of accidents incident 
to everyday living. The average obstetric patient 
secures confidence from the competence of her 
obstetrician as well as from the reputation of the 
maternity department of her chosen hospital. 

The preparatory process continues by means 
of classes usually held at the hospital or the physi- 
cian’s office. These classes are appropriately called 
“Mother’s Classes’ and ‘Father’s and Mother's 
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Classes.” The anatomy of the female and expla- 
nation of the physiologic changes which take place 
in pregnancy and presented. By means of charts 
the growth and development of the fetus is ex- 
plained along with the reason for the various 
changes in the body. Slides and motion pictures 
are excellent means of instruction. A liberal ques- 
tion and answer period at the close of each for- 
mal session is helpful. At the conclusion of the 
last class, the group is usually taken on a tour, 
beginning at the hospital admission rooms, 
through the labor and delivery rooms, past the 
nurseries, and terminating in the ward or hospital 
room which the patient has reserved. 

The education of the patient should not be 
completely delegated to the mother’s classes. It is 
recognized that no instruction will take the place 
of the patient-physician relationship. The physi- 
cian must discuss freely and to the patient’s sat- 
isfaction many of the changes taking place. This 
all takes time but is a means of instilling confi- 
dence and granting support which is a necessary 
part of the program. 

When labor begins and the patient is hospital- 
ized, the patient’s husband should be permitted 
to remain with his wife. It is felt that his presence 
contributes a great deal to the patient’s mental 
comfort and reduces the anxiety which frequently 
results when a patient is placed in strange sur- 
roundings awaiting a new experience. Sedation 
may be given to the patient when she feels the 
need for it. The knowledge that pain-relieving 
drugs are available contributes much to the pa- 
tient’s peace of mind. 

Many of the husbands accompany their wives 
to the delivery room. These fathers-to-be have 
made almost as much preparation for the delivery 
as their wives. They have attended classes, accom- 
panied their wives on some office visits, taken an 
active part in the discussions, and usually read 
voluminously. They are not in the delivery room 
as a curious spectator but rather as a member of 
the team. Their main purpose, of course, is to 
give support to their wives. After being gowned, 
capped, and masked, they are given a stool be- 
side the delivery room table. An easy exit from 
the delivery room is provided but rarely used. 
They help urge their wives on to greater effort 
in the bearing down stage and observe carefully 
the progress being made. Frequently they may 
sound like an announcer at a ball game describing 
the play and interpreting what is taking place. 
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Most deliveries are spontaneous, enlisting the 
patient’s co-operation during the bearing down 
state. Local anesthesia such as pudendal block 
or regional infiltration is administered for episiot- 
omy and repair; nitrous oxide and oxygen by 
intermittent inhalation is available during the 
contraction, if requested. It has been found that 
multipara women who may have an unpredictable 
second stage of labor, frequently prefer the modi- 
fied Sims position instead of the customary lithot- 
omy position for delivery, for the following 
reasons : 1) it is more comfortable, (2) the 
bearing down reflex seems stronger, and (3) there 
is lessened incidence of post-delivery backache. 

The Sims position may be chosen by the ob- 
stetrician; (1) to avoid circulatory disturbances 
resulting from the pressure of the gravid uterus 
upon the large vessels as described by Mengert, 
(2) for those patients who have had an operative 
procedure upon their back such as a spinal fusion, 
(3) patients with a bony deformity of the lower 
extremity which does not permit abduction of the 
thighs. It has been reported that the diameter 
of the outlet, especially the antero-posterior may 
be increased slightly. Following the birth of the 
baby it is important that the uterus be supported 
by an attendant until the placenta has separated 
and delievered. If not, the uterus tends to fall 
back and to the side of the pelvis and may fill 
up with blood during the stage of placental sepa- 
ration. If an episiotomy has been done, the pa- 
tient is placed in the lithotomy position for its 
repair; therefore, when the indications do not 
exist, the Sims position is usually reserved for the 
multipara who have an unpredictable second 
stage of labor and may not require an episiotomy. 

Following the repair of the episiotomy, the 
infant is placed to the breast while the patient is 
still on the delivery room table. This affords an 
ample opportunity for the mother to fondle and 
inspect her new baby and seems to be comforting 
to both. It is granted that the nourishment ob- 
tained by the infant is limited, but if the baby can 
be introduced to the breast before the bottle, the 
chances for successful breast feeding are much 
greater. 

In the past several years, non-ligation of the 
cord has been practiced. The cord is not imme- 
diately clamped and cut following delivery; rather 
the placenta is delivered following its separation, 
and both baby and placenta are placed in the 
waiting baby table until the episiotomy has been 
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prepared. This additional twenty-minute interval 
permits most of the blood from the placenta 
(which is placed at a higher level than the baby) 
to enter the baby’s circulation; the vessels collapse 
and when the cord is cut approximately 5 inches 
long, rarely does bleeding result. It is important 
not to “strip” the cord after cutting of any clot 
which may have been formed. It is felt that by 
delayed cutting and non-ligation the following is 
accomplished : 


1. The baby receives all of the blood available 
from the placenta. 

2. The incidence of delayed cord bleeding is 
reduced. 

3. The cords dry up more readily 

4. There is less danger of cord infection, since 
little blood is “locked in” the cord—blood which 
could act as a culture media for bacterial growth. 


The patient and her husband return to her 
room together; occasionally the baby makes the 
return trip in the mother’s arms. Within twelve 
hours the mother is out of bed and then “rooming- 
in” is begun. In the simplest form, rooming-in 
consists of placing the baby in a crib beside the 
mother’s bed. The new mother can thereby par- 
ticipate in the care of her infant and can more 
readily learn how a newborn baby behaves while 
she is in the protecting shelter of a hospital and 
surrounded. by competent help. It is felt that 
rooming-in contributes a good deal to the suc- 
cess of breast feeding—which is usually on the 
demand basis. “Demand feeding” involves placing 
the baby to the breast when he or she is hungry, 
not adhering to the strict three or four-hour rou- 
tine usually followed. It has been found that 
after several days, most of these babies adopt a 
fairly regular nursing schedule at intervals of three 
to four hours. The father is encouraged to partici- 
pate in the care of the baby on his subsequent 
visits, the family thereby functioning as a “unit” 
even while in the hospital. 

A few additional principles which are not cov- 
ered in the foregoing discussion should be men- 
tioned, 

1. Blood transfusions are only prescribed after 
careful evaluation and usually in consultation with 
a member of the department of hematology. The 
editorial “One Pint of Blood” presents in a 
graphic way the dangers involved. To quote Dr. 
Crisp,’ “Numerous authors have reported a higher 
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TABLE I. 
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PAST HISTORIES OF X-RAY EXAMINATIONS 


(547 Children with Malignant Disease and 547 Controls Matched for Age, Sex, and Locality) 


Number of Mothers and Children X-Rayed 


Leukemia 


Other Malignant Diseases All Malignant Diseases 


Period ype of Exposure 269 Cases 269 Controls 278 Cases 278 Controls 47 Cases 547 Controls 
Antenatal Diagnostic of abdomen 42 24 43 21 85 5 
From Stewart, A. W., et al.5: Lancet, 2:447 (Sept. 1) 1956 

rABLE II. DELIVERIES 


(Sept. 1, 1954 - Aug. 31, 1955 


Service Number 
Spont. Forceps 
Private 1268 837— (66 288—(23 
Ward 1055 923— (87.5 51 18 
*According to the definition of The Joint Committee on Maternal Welfare 


Jefferson Medical College Hospital 


mortality rate from single blood transfusions than 
from either appendectomy or ether anesthesia.” 
It is recognized that a physiologic anemia may be 
present which responds to an adequate diet plus 
iron therapy. The pregnant patient is also able 
to withstand bleeding to a remarkable degree and 
still compensate for it. Therefore, the patient 
who needs only one pint of blood probably needs 
no blood at all 

2. Routine x-ray pelvimetry is not practiced 
It has been reported by Stewart? et al® the 


fetal gonads receive irradiation in excess of 2.5 


that 


Roentgens during routine x-ray pelvimetry. In 
this survey conducted in England, it was found 
that of the 547 children who had died of a malig- 
nant disease, eighty-five mothers had been ex- 
posed to diagnostic x-ray examinations of the 
abdomen during pregnancy. This was in contrast 
control 
the 


to forty-five mothers in the 


(Table I 


the fetus which manifests itself after birth, in addi- 


group 
Therefore we have dangers to 
tion to the damage to maternal and fetal germ 
cells. The patients who have obvious dispropor- 
tion do not need pelvimetry. The patients who 
are felt, clinically, to have “borderline pelvis” may 
be observed in early labor and if progress is not 
satisfactory, a “progress film” may be taken 
rather than a routine pelvimetry in the latter weeks 
of pregnancy plus a progress film. 

3. The routine administration of intramuscular 
vitamin K to the infant has been discontinued. It 
has been found that in the healthy patient in nor- 
mal labor, there is little danger of hemorrhage of 
the newborn. 


of vitamin K to the patient in labor exerts any 


It is doubtful that administration 
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ction 


ed States 


significant effect on the offspring, but this pro- 
The 


ducing infection into the baby is reduced by omit- 


cedure has been continued danger of intro- 
ting any unnecessary injectiOns. 

+. In mothers who do not wish to breast feed, 
The 


to be the most efficacious in re- 


no hormones are given to suppress lactation 
estrogens appear 
lieving congestion of the breasts but the incidence 


of delayed postpartum bleeding is ever present. 
The testosterone group seem to have little effect 
Therefore firm supporting brassieres, ice applied 
locally, mild analgesics, and scrupulous cleansing 


to prevent infection are probably adequate. 


What are the benefits of phystologic obstetrics? 


1. Labors are usually shorter; the labor pattern 
| 


is not interferred with by too early or too heavy 
sedation. 

2. Deliveries which are spontaneous are less 
traumatic both to mother and child. 

3. Babies appear healthier—they are not de 


pressed by sedation and anesthesia. 


t. Earlier 


thereby 


ambulation of mothers is possible 


hastening early and more complete in- 


volution. 
This 
The 


out” but feels that he 


5. Cementing of family relauionships 


might be described as “a labor of love.” 
father no longer feels “left 
has played an active part in the delivery of his 
child. He has lent his support from the very be- 
ginning by attending classes, and adding encour- 
agement every step of the way. He sat with his 


wife through labor, perhaps rubbing her back if 
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rABLE III. FETAL MORBIDITY AND MORTALITY 
(Sept. 1, 1954 - Aug. 31, 1955) 


Full Term Premature Immature 
Delivered Deaths Delivered Deaths Delivered Deaths 
Private | 1194 12 70 10 8 s 
Ward } 927 6 99 5 5 5 
Uncorrected fetal mortality—2.33%. 
Jefferson Medical College Hospital 
TABLE IV. 


GYNECOLOGY PATIENTS, UNIVERSITY OF ARKANSAS MEDICAL CENTER 
(July 1955 - 1957 


Potal 
Number gynec. admissions 1397 
Number of patients with relaxation 242 
Percent of relaxation 
Number of prolapse 118 
Percent of prolapse 
Average parity 
Average age 
From Brown, W. fF Personal communication 


needed, and giving her the confidence to go On. 
After witnessing the delivery, the baby was not 
“his” or “her” baby, but “our” baby. 


What are the disadvantages of physiologic 
obstetrics? 


A good deal of the physician’s time is involved 
as well as his patience. Having a husband in the 
labor or delivery room is comparable to having 
a guest in one’s home; it is enjoyable, but one 
cannot merely walk in, examine the patient, pat 
her reassuringly, and walk out with the remark 
that “everything is coming along just fine.” How 
much easier it would be order a quarter grain of 
morphine or 100 mg. of demerol and ask to be 
called when the perineum begins to “round out.” 
In obstetrics each of us must give something. If 
we are willing to give time, reassurance, sympa- 
thy, and emotional support—fewer drugs will be 
required. As a general rule the obstetrician who 
prescribes sedation and anesthesia generously 
gives little of himself. 

There still remain many aspects of obstetrics 
which are unphysiologic. The placing of the pa- 
tient upon the table in the lithotomy position is 
certainly not physiologic; delivery of the patient 
in the Sims position is not new and has been dis- 
cussed earlier in this paper. 

The performance of an episiotomy may not be 
considered completely physiologic obstetrics. How- 
ever, most of us feel that the “ironing out” of 
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Negre W hite 
770 (55 627 (45° 
16 (6 196 (314 
19° 81% 
10 2 og 1 
lt Sd 
7.0 6.2 
} 20-65 4 (25-82 


the birth canal with resultant over-dilatation is 
not good obstetrics. If the mucosal surfaces are 
intact but the musculature of the pelvic floor is 
over-stretched, it is assumed that poor support 
results. However, it is rare that we see extensive 
vaginal relaxation among the colored patients who 
are cared for in our large charity hospitals by our 
students and interns. A number of these patients 
have delivered without the benefit of episiotomy or 
at best after only a very hesitant, limited, late 
incision. Perhaps it is not necessary to restore the 
birth canal to its Original anatomic configuration. 
Dr. Willis E. Brown! in a recent survey of the 
gynecologic admissions to the University of Ar- 
kansas Medical Center over a two-year period, 
found 242 patients with clinically significant pelvic 
relaxation. Although white patients accounted for 
only 45 per cent of these admissions, 81 per cent 
of the relaxations and 84 per cent of the cases of 
prolapse were in this group (Table IV). Appar- 
ently the avoidance of “pounding on the peri- 
neum”’ and early episiotomy with meticulous re- 
pair will not prevent all injuries to the repro- 
ductive tract. It may be that the fibromuscular 
supports of the Negro are better able to with- 
stand the trauma of delivery and that some process 
akin to keloid formation takes place in the invo- 
luted reproductive tract of the Negro patient. 


Probably the most unphysiologic obstetric prac- 
tice of all, is the grouping together of mother and 
baby in one obstetric unit. Babies are crowded 
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together into central nurseries, and cared for by 
personnel who carry with them the germs of their 
city, their streets, and their homes. These nurses 
or nurses aides are not as interested in the new- 
born as the baby’s mother. Careless, poorly 
trained and inadequate personnel add to the ex- 
treme hazard of this care of babies by strange 
people. Many of our large institutions have had 
epidemics of “infantile diarrhea” and more re- 
cently we are all threatened by the scourge of 
“hospital Staphylococcus infections.” 

It is likely that the near future will bring a 
number of changes in our obstetric practice. Pre- 
natal care will probably continue as we know it, 
but with more emphasis upon the psychological as- 
pects. Patients may be observed at home in early 
labor in the company of their own families and 
familiar surroundings. They may be admitted to 
labor and delivery stations where moderate seda- 
tion will be the rule, and most deliveries will be 
spontaneous. Following delivery, the mother and 
her baby will be transferred together to a recovery 
area where early ambulation and rooming-in will 
be practiced. After twelve to twenty-four hours, 
the patient and her baby will be returned home. 
The mother will care for her own child, and the 
only other personnel involved may be the physi- 
cian. In complicated obstetric cases, the baby may 
still be discharged within twenty-four hours to 
the patient’s or grandparents’ home, and the 
mother will follow when her condition permits. As 
a result, the only babies who will remain in the 
hospital will be small premature or ill babies, and 
here we will have to marshal all of our forces in 
an effort to prevent infection. 


The method of practice presented here is the 
best we have found, thus far. However, it would 
be difficult to prove statistically and other proof 
would take years of very careful study. It is likely 
that our morbidity and mortality figures are simi- 
lar to those of other institutions. However, we 
are speaking of aspects of maternity care which 
do not easily lend themselves for statistical analy- 
sis. How can one measure such subtle differences 
in the effect upon family life, psychology of the 
mother and father, and fine disturbances in intel- 
lect or cerebral activity which might be created in 
the newborn by substitutes for physiology? 

What are the results of employing all of these 
so-called principles of physiologic obstetrics? Cer- 
tainly not the largest nor the most lucrative ob- 
stetric practice in Philadelphia, but rather a com- 
pletely satisfying practice with minimal complica- 


tions. 
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THE PRICE OF FREEDOM 


J. Duffy Hancock, M.D., warns that government 
intrusion in medicine is growing rather than subsiding 
He suggests that voluntary prepayment plans must be 
constantly improved—guided—and protected from abuss 
The doctor has arrived at a point most feared by the 
advocates of socialized medicine. He has criticized the 
theory of government control, found a plan to confound 
the opposition and has proved this plan to be workable 


He stresses the need for physicians to continue their 
efforts in shaping future developments in Blue Shield 
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and in acting as spokesman for the program ‘Blue 


Shield is your plan, Doctor, it is yours individually, and 


t is ours collectively. It is a co-operative effort spon- 
sored by the medical profession to satisfy a public need 
and still retain in qualified hands the policy-making 
powers regulating medical practice. Where Blue Shield 
has entered the picture, nowhere have the rights of 
doctors been usurped. Nowhere has there been dictation 
as to how medicine is to be practiced. With Blue Shield, 
this need never be feared The doctor not only 
has a voice in Blue Shield the doctor ts Blue Shield.” 
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Restorative Physical Medicine and 
Rehabilitation in Hemiplegia 


ATIENTS with hemiplegia present a large 

variety of disability, ranging from the in- 
significant to the most severe. This results not 
only from the many causes for hemiplegia, but also 
from the varying degree and location of lesions in 
the brain. Some lesions produce considerable 
initial disability which later decreases as cerebral 
shock and edema subside; others seem to become 
more severe with time. 

Since it is not possible to restore brain tissue 
which has been destroyed, the restoration of which 
we speak is in the area of performance of func- 
tional activities—those necessary for personal care, 
social contact and communication, and, if possible, 
vocation (this includes the performances of house- 
hold activities by men as well as women). 

Success in the attainment of these goals of 
restoration of the hemiplegic patient is dependent 
on many factors. Some of these are: (1) Age at 
the time of onset of disability, (2) Etiology of 
disability, (3) Location and extent of lesion, (4) 
Premorbid personality of the individual and pre- 
sent motivation, (5) Concommitant diseases and 
their status, and (6) Treatment available to the 
patient. 

The only item among these over which we have 
some degree of control is the last, the treatment 
offered to the patient. Before going into a dis- 
cussion of a treatment program, let me say that 
there have been many theories proposed to ex- 
plain the residual disability of the hemiplegic pa- 
tient. With each theory there is usually a newly 
proposed method or system of treatment. There 
is no doubt that each theory and proposed therapy 
has some value for some individuals. However, 
no one theory can explain, nor one form of treat- 
ment benefit all hemiplegia disability because of 
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the large variety of etiological and other factors 
previously mentioned. To cite but one perplexing 
item, destructive lesions confined entirely to area 
+ are said to result in flaccid paralysis of the 
affected extremity. Spasticity presumably indicates 
that there is an additional lesion in areas 4S 
and/or 6.4 However, we have seen patients who 
have had a complete hemispherectomy (for various 
reasons), who were neither very spastic, nor com- 
pletely flaccid. Many more complex pathways and 
interactions will have to be unravelled before we 
can explain what it is that causes certain dis- 
abilities. Perhaps in some hemiplegic patients the 
reticular formation is involved so that total aware- 
ness of stimuli is disturbed or spinal reflexes are 
intensified.* It is also possible that factors, exo- 
genous to the brain, also have a decided effect on 
which manifestations will result from cortical insult 
or damage. Travis and co-workers recently re- 
ported interesting results in a series of cortical 
ablation experiments. They were attempting to 
find out what effect the site, the extent, the size, 
and the combination of cortical lesions, experi- 
mentally produced in monkeys, had on the residual 
motor patterns, on righting and standing reflexes, 
and also on post-operative contractures. Their 
findings were that retention or return of motor 
patterns, and of righting and standing reflexes were 
less dependent upon the anatomical lesions than 
upon when and how much passive, active-assistive, 
and actively-induced motion (exercise) was car- 
ried out immediately postoperatively. Contractures 
were also decreased with immediate movement.® 
This would seem to be a direct confirmation of 
the clinical opinion many have held, that if the 
hemiplegia patient is to be restored to his maxi- 
mal functional capacity, active treatment must 
begin as soon as he can tolerate it. In practically 
all patients, except those whose disability results 
from hemorrhage, this is immediately. Active 
treatment, at this stage, does not mean that the 
recently strickened patient is stood up and urged 
to walk (method used by Travis, et al). It does 
imply that any and all limbs and joints not volun- 
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tarily moved by the patient through a full range 
of motion, are so moved by someone else (nurse, 
therapist, member of the family) at least once 
every two to three hours. It implies that pre- 
cautions are taken to properly place the limbs in 
anatomical position to prevent deformities such 
as contractures and subluxations. It implies that 
as soon as the patient can comprehend, and 
especially when he realizes he is paralyzed, he is 
assured that everything possible is and will be done 
to return him to a functioning level. The family 
can also be given this assurance and must be asked 
to avoid any display of hopelessness. Rash prom- 
ises of complete return of functions are neither 
desirable nor necessary. 

All too often in the past we have delayed the 
onset of an active treatment program for fear that 
another cerebral accident may occur, or we 
thought the patient was “too old” to benefit from 
treatment. To the best of my knowledge, early 
active treatment has not materially increased the 
incidence of second cerebral accidents. It has also 
been quite gratifying to learn how many of the 
so-called aged have a reasonable amount of en- 
durance for moderate activity properly planned 
and spaced. The physician must take time to ex- 
plain to the patient what has happened, what is 
being done, why it is being done, and what to 
expect. The patient is also told not once but 
repeatedly, that only motion begets motion; that 
immobility only begets contractures and self pity, 
the latter, a far greater obstacle to functional re- 
covery than organic cortical destruction. 

As soon as it is feasible, and this may be as 
early as the second or third day after onset of 
disability, the patient is propped up in bed par- 
ticularly at mealtime. He is urged to do as much 
as possible for himself with the unaffected ex- 
tremity, especially with regard to feeding and 
grooming. A sling may be used to support the 
affected upper extremity, and pillows or sand bags 
to properly position the lower extremity. If this 
is well tolerated, the patient can be placed in a 
comfortable armchair or wheelchair one or more 
times a day (again preferably just before meal- 
time). With proper instructions, the transfer from 
bed to chair can usually be accomplished by one 
individual. Here, again, the patient is also in- 
structed and encouraged to assist by using the un- 
affected extremities. Should the patient show 
ability to stand and pivot on the sound lower 
extremity, the affected limb is splinted and the 
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patient stood up for increasing periods daily. At 
about this time he should also sit at the edge of the 
bed to begin sitting balance without support. 
While sitting in the wheelchair or propped up 
in bed, he can be instructed in range of motion 
exercises for the affected upper extremity utilizing 
his sound extremity as the motor (both with and 


without a pulley system 


The specific movement or exercise therapy 
which is directed to the affected extremities varies 
considerably in different treatment centers. The 
vast majority of patients with hemiplegia develop 
spasticity of the affected extremities. What these 
individuals lack is not power (the strength neces- 
sary to move a part through a desired range of 
motion against certain resistance) but control 
(that is, the ability to initiate and stop motion 
at any point voluntarily To attain this end, in 
some centers primitive gross movement patterns 
are used as the starting point;* others use patho- 
logical reflexes to initiate movement: some re- 
produce the complex patterns of normal move- 
ment with the patient bringing power at whatever 
point it exists;° still others insist that certain parts 
be re-educated in certain positions (that is, sitting 
up, rather than supine or prone, for upper ex- 
tremity re-education Practically every method 
uses tactile, kinesthetic, visual, and auditory cues 
as well as proprioceptive stimulation during the 
production of motion -to increase patient aware- 
ness and understanding in an effort to control 
movement. Since some control in normal move- 
ment is frequently exerted by antagonists | by their 
braking action), one method of treatment initially 


minimized the use of power in those muscles which 


show spontaneous return, that is, the patient who 


has return of power in the quadriceps is 
“grounded” so that adequate re-education can be 
given to the hamstrings. Occasionally the nerve to 
the more powerful muscle is infiltrated with an 
anesthetic agent: less frequently this nerve is cut 
and resutured: all this in an effort to allow the 
paretic, weaker muscle to increase in power and 


control.’ 


No matter which method or combination of 
methods (there are others which have not been 
mentioned) is used, certain things are necessary 


if any degree of success is to be attained: 


The patient must be able to understand what is 
being done and capable of motivation to produce 


maximal effort. 
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2. The patient must have some learning ability and 


demonstrate retention of newly learned material. 


The motions and activities must be performed 
daily for gradually increasing periods (ordinary, 
semi-automatic motions have been lost, and 
in order to regain control of them they must be 
taught as one would a new skill to the normal 
individual. This requires daily practice if per- 
fection is to be attained). 


Psychometric testing is of definite value to deter- 
mine whether or not the patient can understand 
the program of treatment, can learn new material 
and retain it, and is sufficiently motivated to em- 
bark on a long, difficult treatment program. 


Other psychological problems may interfere with 
a successful physical program and it is best to be 
aware of them. Some of these are: (1) depression, 
(2) denial of disability, (3) denial or lack of 
awareness of the affected extremities, (4) in- 
tensification of pre-existing neuroses, and (5) 
hysterical overlay on existing anatomical pathology. 

Not infrequently the patient with hemiplegia 
also has sensory disturbances which may interfere 
with successful physical restoration. These may in- 
clude: (1) loss of tactile sensation, (2) pain of 
central origin, (3) loss of position sense, (4) loss 
of stereognosis, and (5) hemianopsia. 

It is obvious that there may be many detours 
on the road of successful restoration of the hemi- 
plegic patient to physical independence. Psycho- 
logical and psychiatric problems may be serious 
enough to require the services of a psychiatrist or 
a clinical psychologist under the supervision of the 
psychiatrist. Speech problems can also impede 
progress in physical rehabilitation. We evaluat 
the speech and hearing of every hemiplegic pa- 
tient, and give him as complete a battery of 
psychometric tests as is possible. We also see that 
all personnel who have anything to do with the 
patient’s care and treatment (nurses, attendants, 
therapists) are aware of any sensory deficits that 
the patient has, so that they may be better guided 
in their contacts with him. 

Probably the most frequent question the hemi- 
plegic patient wants answered, is, “Will I be able 
to walk again?” (Except in patients who have 
aphasia—this is even more distressing to the pa- 
tient than lack of mobility.) For the vast majority 
of patients, walking is a definite probability. Most 
patients will need a cane or Lofstrand crutch; 
some will need short leg braces to correct toe drop, 
and/or inversion or eversion of the forefoot; a 
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few, who have flaccidity of the extremity, will 
need a long leg brace to give additional support 
at the hip and knee. Most of these patients can 
be taught to go up and down stairs with a hand- 
rail; many can be taught to ascend and descend 
ordinary curbs and small steps without a handrail, 
and a bus step with a handrail. 

Despite the fact that ambulation is the primary 
concern of most patients (and their families), 
walking does not make the patient physically in- 
dependent. To be considered independent, the 
patient must be able to wash, dress, groom and 
feed himself, as well as ambulate. Most hemi- 
plegic patients can accomplish these activities with 
training, diligent practice, and the aid of adaptive 
equipment. The latter may include a large 
variety of items, such as, combination knife and 
fork, plate holder, food pusher, swivel spoon, elec- 
tric shaver holder, button hooks, zippers for shoe 
closure, long shoe horn, dressing hooks especially 
for socks and panties, denture holder for cleansing, 
vegetable holders for cleaning and slicing, modified 
grocery hooks for reaching overhead or picking up 
items from the floor, and many others. 

For the patient who is unable or too unsteady 
to learn to walk, wheelchair training is a necessity. 
Most patients in this category, prefer to propel 
the wheelchair with the sound arm and leg. A 
few prefer to use the one arm drive wheelchair. 
The patient who has difficulty coming to the 
standing position but can slide is usually supplied 
with a chair with removable arms. Bed height is 
an important item for this hemiplegic patient. 
The bed should be the same height as the wheel- 
chair seat. We also test our patients to determine 
which household activities they can perform should 
it be necessary for them to live alone or take care 
of themselves for part of the day. Information 
such as this has prevented many a rehabilitated 
hemiplegic from spending the rest of her life in a 
county home, nursing home, or the like. In many 
instances such activities taught to the hemiplegic 
male patient has released his wife so that she could 
undertake employment outside the home. 

There are a number of other areas which could 
be touched on in a discussion of the restoration 
of the patient with hemiplegia. Many of these 
deal with actual techniques of treatment and 
training. These, while important in their place 
and setting, are only of value if we can get across 
the concept that restoration of function is possible, 
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Rupture of Normal Spleen 
in a Newborn Infant 


UPTURE of the spleen in the newborn in- 
fant is a very uncommon occurrence, if its 
actual incidence parallels the reports found in th 
literature. Indeed, the successful surgical treat- 
ment of this condition is even rarer, in that in the 
review of the available literature, I have been un- 
able to find any cases reported of survival follow- 
ing a rupture of the normal spleen in the new- 
born infant. Because of the rarity of this condi- 
tion, and because of the rapid and early institu- 
tion of blood replacement therapy which is neces- 
sary to make the surgical attack even possible, it 
is thought that this case is worthy of reporting 
In previous reports in the literature it is ap- 
parent that the normal-sized spleen is well pro- 
tected from injury in the newborn. Slotkowsk 
and Hand,' and Philipsborn,? point out the rela- 
tive rarity, but still a definite mortality due to 
rupture of an enlarged spleen associated wit! 
erythroblastosis fetalis. Scott and Bowman," re- 
viewing cases of splenic rupture in childhood, 
found none in newborn infants. Gruenwald,’ in 
reporting on eight cases of rupture of liver and 
spleen in the newborn, found three cases of rup- 
tured spleen, two ol which were associated with 
a ruptured liver. These cases were found among 
autopsies on 121 infants who were stillborn o1 
died during the first three days of life, indicating 
that this condition might be more frequent in its 
occurrence than one would assume from the litera 
ture 
Case Report 
Ihe mother of this infant. para II. 
ruptured her membranes in the physician’s office wher: 
she was being checked for “false labor” on January 
17, 1957 


cervix to be dilated to 6 to 7 cm., and the patient was 


Examination at that time revealed the 


taken to the hospital immediately where she was de 
livered of a female infant weighing 8 pounds, 5 ounces 
thirty-three minutes after admission. The delivery was 
normal and spontaneous with a right occipitoanterior 
presentation; the anesthetic was heavy nupercaine saddle 
block 

The infant responded immediately upon delivery 


no resuscitation efforts were used She was admitted t 
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By Charles H. Willison, M.D. 
Midland, Michigan 


the newborn nursery seventeen minutes following de- 
livery. Initial examination by the infant's physician 
showed no abnormalities, and the cord blood sample 
taken at the time of delivery showed blood group A, 
Rh-positive and a direct Coombs-negative. For the next 
thirty-six hours, the infant seemed to follow a normal 
course, nursing normally with only an occasional small 
amount of regurgitation. Normal newborn stools were 
passed as follows: two on January 17, the day of de- 
livery; four on January 18 and two on the morning of 
January 19. At noon on January 19, the infant ap- 
peared somewhat pale and a blood examination at that 
time showed Hbg. of 11.55 em, WBC 29,400 with Stabs 
5, Segs 76, Lymphs 19. The attending physician at that 
time reported that th bowel sounds were diminished 
Iwo hours later, the infant suddenly showed signs of 
circulatory collapse. While the attending physician was 
setting up for, and doing. a cut-down on an ankle vein, 
the pediatric consultant rapidly intubated an umbilical 
vein for immediate intravenous therapy until the ankle 
cut-down was functioning. The infant was given 75 ce 
whole blood while the operating room was being set up 
and another 75 cc. blood during the surgical procedure 
Hemaglobin prior the transfusion was 7.4 gm. Im- 
mediate surgi exploration was agreed upon with a 
preoperative diagnosis of intra-abdominal hemorrhage 
due to either ruptured liver or spleen The anesthetic 
used was open drop ether he abdomen was opened 
} 


through a transverse upper abdominal incision fron 


costal margin to costal margin and a hemoperitoneun 


under consider ible pressure was present An estimated 


175 ce. of fluid and clotted blood was removed from the 


abdominal cavity 4 large solid clot filled the left 
upper quadrant extending down to the left lower 


quadrant, and 


ipon removal of this clot, active bleeding 
was evident from the hilar region of the spleen A 
splenectomy was carried out, and it was noted that the 
phrenolienal ligament formed a heavy, firm posterior 
attachment of the spleen. Following splenectomy, care- 
ful abdominal exploration revealed that the rem 


ibdominal organs were entirely normal The 


operative course was uneventful, a normal stool 
passed on the second postoperative day and oral 
ings being instituted on the third postoperative 
Sutures were removed on the ninth postoperative 

and the infant was dischar 1 on the following 
Hemoglobin was 11.2 gm. on the first postoperative 
and a platelet count on the seven postoperative day was 
268,000. The infant was seen on a follow up visit 
March 1, 1957. and examination led an entirely 
normal infan ighing 10 pounds, yur The ab 


{ 


} f 
domen showed 


vidence of 





RUPTURE OF NORMAL SPLEEN 


any weakness. Pathological examination of the spleen 


showed it weighed 12 gm. and revealed the presence of 
a capsular tear at the hilum. Microscopic sections re- 
vealed only normal splenic structure. 


Discussion 


This case has several interesting facets which 


appear worthy of mention: 


1. The rapid teamwork between the attending 
physician and the pediatric consultant in institut- 
ing adequate replacement therapy, I believe, was 
responsible for resuscitating and maintaining this 
infant’s condition so that the surgical attack was 
possible. 

2. The fortuitous set of circumstances of only 

a small rupture with a delayed secondary hemor- 
rhage at a time when a suspicious team was on 
hand led to the favorable outcome of this case. It 
would appear that the firm clot found at the time 
of surgery was the result of bleeding at the time 
of delivery and that the massive hemoperitoneum 
of the fluid blood was from the secondary hemor- 
rhage which occurred shortly before the splenec- 
tomy was performed. 
3. The heavy phrenolienal ligament, as de- 
scribed by Gruenwald,* appears to be the only ex- 
planation for the occurrence of the splenic rup- 
ture in this case. 


4. The platelet count on the seventh post- 
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operative day being in the normal range obviated 
the necessity of anticoagulant therapy. The in- 
teresting problem of postoperative intravascular 
thrombosis following splenectomy in childhood is 


well discussed by Gross and Ladd.® 


Summary 


1. A case of rupture of a normal spleen in the 
newborn infant with recovery following splenec- 
tomy is presented. 

2. A brief review of the literature is made, and 
no previously reported cases of this successful out- 
come can be found. 

3. The necessity of early diagnosis and the early 
and rapid institution of blood replacement therapy 


is emphasized 
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that it is desirable in so far as the community is 
concerned, and that it is cherished by the hemi- 


plegic patient when attained. 
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Congenital Atresia, Complete, Osseous, 
Bilateral, of the Posterior Nares 


in the Infant 


ANY ARTICLES have appeared in the lit- 
erature on this subject; in fact, about 300 
cases have been reported since 1829. 

The embryology, pathology, various techniques 
of operative procedure have been well discussed 
by Beinfield,' Hanckel,"! Baker,? and others 
Reference to the bibliography at the end of this 
report shows many other contributors. 


From review of the literature, the patient in the 


following report is the youngest on record 


Case Report 


The writer was called to McLaren General Hospital 
on September 6, 1956, to see an infant thirty-six hours 
old. The condition had already been properly diagnosed 
by the obstetrician, Dr John Wentworth A chest sur- 
geon had examined the baby and advised “watchful 
waiting,” and an otolaryngologist advised tracheotomy 
immediately. The problem presented itself as follows 
An infant, thirty-six hours old, cyanotic, anoxic, rapid 
breathing; cause—total bilateral atresia of the posterior 
nares. One could rightfully conclude that here was an 
emergency and that something must be done as quickly 
as possible. Certainly, operations outlined in the litera- 
ture—transpalatine, submucous approach through the 
nose were not applicable on a baby whose head was 
about as large as a grapefruit and a nares about the size 
of a grapefruit seed Tracheotomy was advocated but 
this was not a breathing problem; the airway was ade 
juate. My reasoning was as follows Many times I 
have placed a pack into the nasopharynx to control 
nasal bleeding. Everyone of these patients has asked 
“When can the pack be removed because I can’t swal 
low.’ Our physiology textbooks elucidate on the func 
tions of the nose, but none states emphatically that our 
Maker put a nose on us so that we can swallow. When 
food leaves our throat and drops into the esophagus, ait 
must partially displace the food. With total occlusion 
of the nares, no air is available and swallowing is most 
difficult 


it is a very dangerous procedure in the newborn infant, 


Then too, trac heotomy doesn’t hel »: In tact, 
’ I 


as the formula passes down along the tracheotomy tube 
into the lung where it causes pneumonia and death 
When the postmortem examination is made, the cause 
is not found because the pathologist does not do an 
examination of the nose. Many of these infants are 
found dead in the crib and not diagnosed at all 


stated by Beinfield and others. 
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With this in mind, % per cent neosynephrine and 5 
per cent cocaine were instilled into each nostril on a 
cotton pledget. Under this “local” anesthesia in the 
nursery, with the help of one of the nurses, a curved 
7 inch hemostat Kelly was placed on the floor of 
the nose the obstructior met and ruptured on eat h 
side. There was a fair amount of resistance, and the 
instrument was partially opened and rotated, enlarging 
the opening. Bleeding was only minimal. Following 
this, every two hours, 4 per cent neosynephrine and 30 
per cent sodium sulfacetamide in equal parts were used 
as nose drops 

At 2:30 p.m., about four hours after this procedure, 
the baby was taken the mother for breast feeding 
The nurses’ notes follow “Co pink ind breathing 


regular. Baby taken to br 


very little.” Notes were the un it 5:00 pn ana 


1ursed eagerly. Cries 


9:00 p.m. the same day 


It was necessary to dilate the passages twice during 
the hospital stay of twenty-five days 

The birth weight of the baby was 6 pounds, 11 ounces 
Today, six months later, the drops have been dispensed 
with, the baby ‘ighs 14 pounds, and the airway seems 
idequaté 

The family history of the mother and father is nega 
tive. Many of these cases reported show polydactylism 
coloboma of the iris cleft lip cleft palate, and other 
defects. However, this baby had no other abnormality 
The father and mother are in their early twenties, and 
this is their first baby 


This report was given at a staff meeting at McLaret 


a 
General Hospital and also at St. Joseph’s Hospital, 
Flint, Michigan 


Summary 


Choanal atresia total, surely is an emergency 
problem. Until something can be done, an airway 
should be placed into the mouth and pharynx as 
the first step I do not believe a tracheotomy 
should be done: it is only a gesture to do some- 
thing and a dangerous procedure in an infant 
Recently, I saw a child nine months of age wit! 
a tracheotomy tube in sttu, still with the choanal 
total obstruction, postponed until a later date. In 
the meantime. the atresia is becoming more dense 


and ossified 
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Services for Disabled Adults Available 


through Office of Vocational 
Rehabilitation 


HE OFFICE OF VOCATIONAL REHA- 

BILITATION has two responsibilities with 
respect to disabled citizens of employable age: to 
provide vocational rehabilitation services that will 
help the disabled worker prepare for suitable em- 
ployment (a program that began in 1921) and to 
determine eligibility for Social Security disability 
insurance benefits under contract with the Bureau 
of Old-Age and Survivors Insurance, which began 
in 1955. The two services will be described sepa- 
rately since the first represents the service approach 
and the second the insurance approach, with dif- 


ferent eligibility requirements. 
Vocational Rehabilitation Services 


Vocational rehabilitation is a public service for 
disabled citizens. Its objective is the restoration to 
working usefulness of any vocationally handi- 
capped adult. Vocational rehabilitation recognizes 
the fact that aside from the limitations of his dis- 
ability the range in work capacity of the disabled 
is the same as for the general population. Rehabil- 
itation helps the handicapped person determine 
the work best suited to his particular abilities, pro- 
vides the services which will correct or reduce his 
disability in the labor market and assists him into 
suitable employment. These services are provided 
in Michigan through nine district offices. 

Disabled citizens are eligible if they have a 
substantial disability which is a vocational handi- 
cap. The disability should be relatively stable and 
permanent, and thus acute temporary conditions 
are not considered. The law places on the states 
the responsibility for determining eligibility, which 
requires evaluation of medical and nonmedical 
factors. Medical diagnosis includes complete gen- 
eral examination, and consultative examinations, as 
indicated. 


Read at the Third Postgraduate Seminar in Physical 
Medicine and Rehabilitation, Bay City, Michigan, Oc- 
tober 9, 1957. 

Mr. Hakenen is supervisor of the Disability Section 
Office of Vocational Rehabilitation, Lansing, Michigan 
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By C. Arthur Hakenen, M.A. 
Lansing, Michigan 


Where the examining physician indicates that 
the disability may be removed or reduced, various 
medical services can be provided, including the 
following: medical treatment, surgery, hospitali- 
zation, physiotherapy and occupational therapy, 
and prosthetic appliances. Medical services are 
arranged on the advice of the district medical con- 
sultant, a local physician who serves on a part-time 
basis. Other services include vocational counseling, 
psychological testing, vocational training, and help 
with job placement through co-operation with 
other agencies. Medical care and several other 
services are provided on the basis of financial need. 
The services are purchased from existing local and 
state facilities and private physicians. 

Successful rehabilitation into suitable employ- 
ment requires a teamwork approach—motivation 
and active participation of the disabled person, 
the services of the physician and the community so 
that work capacity can be restored to the fullest 
extent possible, and acceptance by the community, 
so that the disabled person is given an opportunity 
to work and be a useful member of society. In a 
very real sense, rehabilitation is everybody’s busi- 


ness. 
Social Security Disability Insurance Benefits 


For the past two decades the Social Security law 
has provided old age and survivor’s insurance 
benefits. As a result of the amendments of 1954 
and 1956, however, there is now protection against 
a third risk—the risk of being unable to work 
because of severe disability. Congress specified 
that the Office of Vocational Rehabilitation 
should make the determination of eligibility for 
Social Security benefits, to emphasize the rehabili- 
tation approach, so that wherever possible the 
applicant could be restored to employment through 
rehabilitation services. Referrals to Vocational 
Rehabilitation, therefore, are made on all appli- 
cants. The State Vocational Rehabilitation agency 
and Social Security operate as a team in process- 
ing applications 
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The disability provision of the law can be met 
only if the disability is so severe that the applicant 
cannot engage in any substantial work and the 


disability is expected to continue indefinitely—the 
law specifies not less than six months, so that tem- 
porary and partial impairments are not eligible 
Eligibility requirements are far more severe than 
for vocational rehabilitation and are comparable 
to “Aid to the Disabled” in public assistance, 
which is administered through the Bureau of So- 
cial Aid. The criteria for the severity of disability 
were established by Social Security itself, with the 
help of a National Advisory Committee of physi- 
cians which meets periodically. These criteria are 
intended to assure equal treatment to all applicants 
There 


years of work in the ten vears before onset of dis- 


on a nationwide basis. must also be five 
ability, and one and one-half years of work in the 
three years before onset date, in work covered by 
Social Security. This work requirement does not 


however, apply to disabled child benefits. 


An 


plicant between fifty and sixty-five years of age 


Disability benefits at age fifty and over. ap- 


may begin drawing cash benefits if he meets the 
requirements of the law 


Disabled child benefits 


ing Social Security benefits and has a dependent 


If the parent is draw- 


unmarried disabled child past age eighteen, dis- 
ability benefits can be paid for the child if the 
disability began prior to age eighteen and con- 


tinues to prevent any gainful work 


DISABLED ADULTS 


HAKENEN 
The disability freeze.—If the applicant is under 
age fifty and is found eligible his earnings record 
Social 


benefits will not be reduced by the period of dis- 


can be “frozen” so that future Security 


ability, 
Applications for all three types of disability bene- 


Social office 


Ihe applicant must supply his own medical evi- 


fits are made at the local Security 
dence. When the file is ready, the application is 
mailed to the Vocational Rehabilitation Disability 
Determination Section for evaluation. If additional 


medical evidence is needed, it is secured by the 
VR review team, which includes two physicians. 
The physician submitting the medical data is not 


he 


is asked to give diagnosis and supporting findings, 


required to determine eligibility for benefits: 


so that another physician reviewing the medical 


reports will arrive at the same diagnosis. Con- 


sultative examinations are arranged where the 


evidence is incomplete or conflicting. Payment for 
such examinations is made in accordance with the 
the Michigan Uniform Fee Schedule for Govern- 
mental Agencies, which is published by the State 
Medical Society. Eligibility 


decision, based on medical and non-medical fac- 


for benefits is a team 


tors. The file is then sent to the national Social 
Security office in Baltimore for final review. The 
Baltimore office also notifies the applicant re- 
garding the decision made. After benefits are 


granted, there are periodic reviews to determine 
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I operated on a lett 


About 


side bony atresia by the same technique but thx 


twenty years ago, 


patient was twenty vears of age, presenting ol 


course an easy problem in comparison 
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Termination of the Treponema Pallidum 
Immobilization Diagnostic Service 


PPROXIMATELY four years ago, a short 

article’ describing the Treponema Pallidum 
Immobilization (TPI) test which appeared in 
this journal announced that TPI diagnostic serv- 
ice was available in the Department of Derma- 
tology, at the University of Michigan Hospital. 
Since that time approximately 3,000 TPI tests 
have been performed on STS positive specimens 
submitted from throughout the nation, ef which 
number 2,250 or approximately 75 per cent were 
requested by physicians or institutions located in 
Michigan. Roughly forty to fifty per cent of 
the TPI results were negative in this group of 
highly selected patients, thus contributing sub- 
stantially to the extremely difficult but important 
differentiation between Biologic False Positive 
(BFP) and truly positive syphilitic reactions. In 
most instances, the results of these tests were not 
only clinically significant but they also were im- 
portant in the subsequent socio-economic and 
psychological problems of the patients. A large 
number of specimens were submitted following 
routine blood tests for pre-marital, pre-natal, food 
handler and employment purposes. In these situ- 
ations the socio-economic and emotional benefits 
of the negative TPI test are obvious. However, 
one note of warning is necessary in these cases; 
namely, that persistent BFP reactions may sug- 
gest the pre-clinical stages of potentially serious 
medical disorders and that such patients should 
be checked periodically for the development of 
lupus erythematosus, rheumatoid arthritis and 
other collagen diseases. 

On the other hand, while the positive TPI 
reports were of serious social, economic or psycho- 
logical significance, they were even more im- 
portant clinically because many of the patients 
had been diagnosed and discharged previously as 
BFP reactors. In some instances the positive STS 
which prompted the request for a TPI test was 

From the Department of Dermatology and Syphil- 
ology, University Hospital, Ann Arbor, Michigan (A. C. 
Curtis, Chairman). 
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By A. H. Wheeler, Dr. P.H. 
Ann Arbor, Michigan 


the first blood test that the patient had ever had 
and also the first suggestion of probable latent 
syphilis. It is obvious that in spite of any adverse 
non-clinical factors, the correct diagnosis and 
treatment of previously untreated TPI positive 
reactors were important to the health of the pa- 
tient, his family and the general public. 


Although the TPI test has been a valuable clini- 
cal aid it has not been routinely available because 
of the high cost of performance and _ technical 
complexities which limited its use to less than a 
dozen research laboratories in this country. One 
of the more practical results of these research 
uses has been the development of simpler and 
presumably less expensive modified treponemal 
tests for syphilis. These procedures which em- 
ploy complement-fixation, agglutination and stain- 
ing methods have been evaluated during the 
past year by eight laboratories in co-operation 
with USPHS. The final results of this national 
evaluation are not yet available but results from 
our own laboratory strongly suggest that a com- 
plement-fixation test employing extracts of the 
Reiter treponeme as antigen may be the most 
practical specific method available at this time 
for the routine laboratory diagnosis of syphilis. 


In view of the limiting factors associated with 
the TPI test and the early promise of the Reiter 
Treponeme Complement-Fixation (RPCF) test, 
the TPI diagnostic service formerly available in 
this department has been discontinued. Pre- 
liminary investigations are in progress to determine 
the advisability of incorporating the RPCF test 
into the overall diagnostic program of the Uni- 
versity Hospital. It is hoped that this test, or 
possibly one of the other specific treponemal tests, 
will be available soon. In the meantime, TPI 
tests may be obtained without charge through 
state departments of health laboratories in co- 
operation with the Venereal Disease Research 
Laboratory of the Public Health Service. 

(Continued on Page 1312) 











Facts About MSMS 


The end of my term in office brings to the surface a 
whirling melee of thoughts, emotions and facts. Here are 
some of them: 


MSMS is big business—over a half-million dollars a year. 
MSMS decisions direct the spending of a half-billion dollars 


annually. . | 'y 
MSMS policies affect the health of 8,000,000 people in Michigan. resident 3 
MSMS has liaison with over a hundred different health organi- 
zations in Michigan. 

MSMS today influences tomorrow’s practice of medicine. 
MSMS keeps in touch with over 6,000 members, 55 county 
medical societies, 18 councilor districts. 

MSMS produces a monthly journal averaging 155 pages. 
MSMS employs 23 persons, buys additional services involving 
scores of other persons. 

MSMS produces films, TV and radio broadcasts, pamphlets, 
brochures, etc. 

MSMS serves the government in administration, legislation, 
public affairs. 

MSMS owns property, pays taxes, buys equipment, sells services. 
MSMS speaks nationally for Michigan Medicine, contributes 
advice and service to American Medicine. 

MSMS annually provides thousands of medical facts to thousands 
of people in hundreds of meetings. 

MSMS prides itself that no member has ever been refused his 
“day in court’~—an opportunity to be heard, regardless of the 
subject. 





Looking at these things, only in thumbnail, is astound- 
ing to me—even though, from my vantage point, I have 
had the opportunity to see the complicated and elaborate 
organizational machinery at work for years. 

It makes me humble when I realize the service that is 
being rendered so thoughtfully and freely by the members 
of the House of Delegates, The Council and our devoted 
staff of employees. 

It makes me glad because this work is being done in 
the interest of the public, for the medical profession 
and in behalf of every doctor of medicine. 

My thanks are yours for permitting me the privilege of 
serving as President of the Michigan State Medical 


Society. 
a4 


President, Michigan State Medical Society 
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Editorial 





BIG WAYNE 

This is the issue of THE JourRNaL of the Michi- 
gan State Medical Society honoring Wayne Coun- 
ty. Wayne County is big, in a big state. It is big 
in size and in population so that Detroit, its 
gargantuan center, spills out into the county, 
filling the suburbs and invading the surrounding 
counties like the roots of a tree. 

So demanding are the needs of this new, pecu- 
liarly 20th Century development that a central 
authority is demanded adequately to serve the 
police, fire, water, drainage and other needs of 
this huge sprawling metropolitan area. And in 
line with this recurrent demand there springs to 
the mind instinctively and without effort the 
thought of a new metropolitan tri-county medical 
society with the center of its activities in the 
spanking new, gorgeous, efficient and not inexpen- 
sive quarters which house the Wayne County 
Medical Society. 

Wayne County is big with the heady successes 
of unprecedented building booms and the promise 
of the impetus which its metropolis becoming a 
world seaport can impart. Detroit is late in devel- 
oping its water front, but the development and 
the vast system of highways extending from it 
out into the surrounding county are coming at a 
time when they will dovetail nicely with the 
hoped-for development of the port facilities, pro- 
viding the realization of these facilities prove not 
to be illusory. 

Wayne County is big with big business and all 
the social injustices of which big business has been 
accused. 

It is big with big unions and all the follies of 
over-correction of social injustices of which unions 
are inherently capable. From Wayne County come 
reports of the bewildered unbelief of unions, 
attempting to bargain the services of members in 
an unexpected atmosphere of recession. The reces- 
sion was not unexpected; but to big unions, eter- 
nally demanding more in the outmoded manner 
of professional purveyors of social security at the 
expense of others, it seemed impossible that the 
wheels of fortune should not always turn in re- 
sponse to the demands of him who, having always 


called the turn, expected always to call it. 
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Wayne County is big with all that constitutes 
living, working, fighting, thinking and conniving 
human beings. Big crime, big charity, big loves, 
hates, successes and failures—these are Wayne 
County as, in smaller degree, they are your county. 

Wayne County's traffic increases year by year. 
Its traffic deaths increase also. Wayne County 
shows an estimated increased population of ap- 
proximately 400,000 or more per decade. In 
Detroit, business failures are nearly 200 yearly; 
the Welfare load was 5,000 in March, 1957. This 
doubled a year later. 

But Wayne County subscribes to a stupendous 
community fund of 16.5 million annually. 

Wayne County shelters the brand new Wayne 
State University and its current 19,090 students. 
Its Medical School has just expanded to accom- 
modate an unprecedented 125 new students per 
year. Most of these remain to serve Michigan 
communities. 

The Wayne County Medical Society is big as 
County Societies go, but never has Wayne County 
united to make its weight felt in State Society 
affairs in this writer’s memory. 

Wayne County may be calculated to contribute 
its share of obfuscation to the deliberations and its 
share of stress to the adjustments initiated by the 
advancement of the new M-75 Blue Shield poli- 
cies; but eventually we can hope that this great 
County which saw so much of the ground-work 
done in establishing the principles which make up 
Blue Shield, will adhere to principles and reject 
self interest. Wayne County will subscribe to 
service, paid for according to circumstances, be- 
cause this is a time-honored tradition in medicine 
and the original basis for Blue Shield to which we 
are glad to see it return. 

Wayne County will be the testing ground upon 
which will be tried the acceptance of privately 
offered as against union offered prepaid medical 
care service plans and in this trial will be seen 
the outlines of the developments of the future; in 
Wayne County we have no illusions as to the ulti- 
mate aims of unions: these professional, paid 
guardians of the social welfare of their consti- 
tuents. 


Miopic in their apparent failure to perceive that 
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big government and big unions do not coexist, the 
air of Wayne County is polluted by the nauseat- 
ingly insinuating tones of union spokesmen putting 
out a stream of rabble-rousing drivel blaming the 
modern bogey-men, the National Association of 
Manufacturers and the American Medical Asso- 
ciation for all the ills which they can but partially 
understand, but can always magnify for the pur- 
pose of pounding away at the main theme which 
is free this, free that, more pay, more leisure, 
State Medicine. Running close to the edge of 
pure libel, we hear the A.M.A. blamed for con- 
trolling the price of drugs, for controlling the out- 
rageous prices of doctors; Blue Cross has been 
blasted for over utilization and the rising costs of 
hospitalization; Blue Shield has been blamed for 
insufficient protection against supplementary pay- 
ments to physicians. 

And all this comes from Wayne County—the 
seat of those who these past two decades have 
asked for more and more because their rocket must 
continue to soar lest it fall back to earth. And 
from Wayne County must come the sinew and 
fiber to withstand the onslaughts, both fair and 
foul, and they can easily be made foul, which can 
be expected against the bulwarks of private medi- 
cine. 

It is inconceivable that this bastion can be held 
except with the strength of that which is right and 
good in the name of service and selflessness. Who 
wins the lists in Wayne County will have these 
on his side. 

Wayne County is big with big education and big 
hospitals with all the confusion which the present 
trend in medical education entails. In the name 
of patient care we scramble desperately for house 
staffs and then plan educational programs which 
divorce these staffs from direct responsibility for 
patient care. Interns virtually punch clocks to 
record their eight-hour day and visiting men see 
their patients at night to catch up on their private 
work. 

Group practice grows space in much of the 
country. This manifestation of progress lags in 
Wayne County; but scarcely noticed in the scheme 
is the development of diagnostic clinics by hos- 
pitals. 

A State Committee was appointed to study this 
“problem” about three years ago. It met once, 
reported inadequately and did not meet the sec- 
ond year. Yet note this prognostication to be 
found in a pamphlet issued by the AMA: 
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“Many hospitals, especially those with closed staffs, 
will establish their own clinics and will be in competi- 
tion with group clinics owned and controlled by private 
physicians. 

“Labor unions will increase their demands for more 
medical care as fringe benefits, and there will be an 
increasing tendency for unions to establish their own 
clinics and health services, with the employment of full 
time physicians and surgeons.” 


These things we call to your attention. The pot 
boils and it boils especially actively in Wayne 
County. The results of this brew will be tasted 
by all of us who deal with the health of the 
people of our State. Let us fashion our behavior 
to the needs of the people and our plans to the 
expectations of the future. 

L. J. Bartey, M.D 


WAYNE’S PERSONAL-FAMILY 
PHYSICIAN PLAN 


It is the duty of the medical profession to foster 
the personal and family physician concept. 

From ancient times, the practice of medicine 
has been conducted on a personal basis because 
most families and a greater number of individuals 
felt the need for a personal physician and medical 
adviser. Patients consulted this doctor first on 
nearly all occasions even though they might be 
referred to another physician for particular proce- 
dures. The circumstances have not changed. 

Those patients with a personal physician have a 
greater sense of health security which is something 
quite necessary in this day and age of co-operative 
specialism. In addition, when they are faced with 
a medical emergency, they do not have to subject 
themselves to a complete or partial stranger who 
knows nothing of their medical background. 

The advent of group practice has not changed 
this basic concept for us to any appreciable degree, 
since the physician first consulted acts as the 
personal physician. All subsequent consultations 
and referrals are on a personal and individual 
basis. If there is an advantage in group practice, 
it lies in the ready accessibility of such consult- 
ants and those to whom referrals might be made. 
One member of the team, however, should assume 
the responsibility of acting as the personal physi- 
cian. 

The so-called clinic, be it public or private, 
charity or pay, offers a less personal relationship 
to patients. Such offices usually remain open the 
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greater part of the day and may require the 
services of several physicians. A number of pa- 
tients may come in contact with different physi- 
cians on their visits. This may serve quite well 
for a practice devoted to industrial medicine and 
surgery. It does not develop the close relationship, 
however, so often deemed desirable by a great 
many private patients unless each patient has an 
assigned physician. 

When a patient consults his physician, it usu- 
ally is a personal and often is a private matter. 
He should have the privilege of its being personal 
and private. Illness is personal and the physician 
who knows the patient, his family and the social 
matrix in which he lives, is in a better position to 
understand the whole man, his illness and his 
problems than the physician who might see him 
once. Patient relationships should be on a basis 
of mutual respect, trust and truth. This takes 
time, good intention and perhaps several visits to 
be established. It can be done to the best advan- 
tage by one physician who thereby becomes the 
personal physician. 

A family physician is one who is a counselor to 
all members of a family. This is an ideal situa- 
tion and one to be recommended highly. A physi- 
cian’s knowledge of other members of the family 
is extremely useful in caring for and advising an 
individual. Thus whenever it is possible the per- 
sonal physician should be the family physician. 

Thus it is that here in Wayne County, as must 
be true in all areas of high industrialization, we 
have often seen patients suffer, particularly in an 
emergency, for lack of acquaintance with a kindly 
medical advisor. ‘Today’s intense specialization 
contributes its part; a constantly shifting popula- 
tion adds to the difficulties. 

So also here in Wayne County we hope to find 
a means by which the medical society will be able 
to keep alive a realization well known to most of 
you in all the outlying counties, that the physi- 
cian who knows his family serves it best. 

This is no mean task which Wayne County 
initiated tentatively last year and which it will 
carry forward by all means found to be effective. 
We should like to introduce ourselves to all new- 
comers in the community via some such service 
as is afforded by the Welcome Wagon; but it 
seems impossible for a medical society properly 
to be of itself a contractual member of this organi- 
zation. 

You who serve in small counties have no prob- 
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lem, but in Wayne the idea of direct appeal to 


institutions, to specialists, to permanent or tem- 
porary clinics is readily adopted especially by 
strangers who suddenly find themselves faced with 
a medical problem, yet alone in the well known 
isolation provided by a crowd. 

Wayne’s “Family Physician Plan” is designed to 
keep the availability of the personal physician con- 
stantly before the attention of the large numbers 
of people who need him. 

CriarencE I. Owen, M.D. 
CuHartes Seviers, M.D. 


THE NATIONAL FOUNDATION 


Tuesday, July 22, the National Foundation for 
Infantile Paralysis organized a closed circuit TV 
demonstration aimed at fifty-two cities in the 
United States for an announcement by Mr. Basil 
O’Connor, President, and his staff who gave a 
ninety-minute presentation. Since polio is now 
under control (at least the technique is available 
to whoever wishes), the National Foundation for 
Infantile Paralysis is casting about for new fields 
to explore and new popular appeals to support 
and advocate. 

Surveys have been made to determine the most 
profitable or necessary appeal. In order to remove 
limitations and open the field widely, the name 
was changed. It is now “The National Founda- 
tion.” Beginning next January, the Foundation 
will raise money for work against arthritis, birth 
defects, virus diseases and diseases of the central 
nervous system. The goal of next January’s drive, 
instead of the 35 million dollars raised in 1958, 
will be 60 million dollars. The war on polio will 
be continued until every American has been vac- 
cinated and there will be no more victims. Pres- 
ent victims will receive attention as in the past. 
There was a little question about including the 
National Arthritis and Rheumatism Foundation. 
Floyd B. Odlum, National Chairman, sent a letter 
and appeared on the program. However, it was 
announced that many of the state chapters were 
not content to be absorbed into the new ll- 
inclusive National Foundation. 


Mr. O’Connor and his panel promised that one 
of the most important functions would be care 
and attention when and where needed for any of 
these crippling, deforming conditions. He promised 
basic research work in any field with sufficient 
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attraction and appeal; also education, classes and 
schools will be established with scholarships and 
grants-in-aid. 

The National Neurological Research Founda- 
tion has released a report of the total money 
raised by the major voluntary health agencies in 
the year 1956 (the last available) —$116,788,220 
was raised, of which $20,908,043 was allocated for 
research. Some of these reports are very intriguing: 


Raised Research 
American Cancer Society $27,234,612 $7,735,537 
Daman Runyan ............... be 984,743 1,600,033 
American Heart Association 17,755,912 6,100,000 
(not final) 
Nat'l Ass’n Mental Health 694,054 538,865 
Arthritis and Rheumatism 2.449.396 467,521 
Cerebral Palsy . 8,315,000 538,865 
Multiple Sclerosis 2,097,605 270,905 
Muscular Dystrophy ....... 4,191,109 1,405,415 
Nat’! Council to Combat 
Blindness Ae 257,915 127,954 
Nat'l Soc. for Prevention 
of Blindness 255,902 47,667 


American Foundation for the 
Blind abe 666,973 none 

Nat'l] Foundation for Infantile 
Paralysis 


51,971,000 3,069,239 
This announcement of the “National Founda- 
tion” raises some very important questions. Mr. 
O’Connor, throughout his activity in this fund- 
raising program, has consistently refused to join 
with any other organization in a united effort 
to raise money, such as the Red Feather, the 
United Funds, Community Chests, which have 
had success in the United States and in the State 
of Michigan. The National Arthritis and Rheu- 
matism Foundation, which Mr. O’Connor hoped 
to absorb, is a Torch Drive or United Fund or- 
ganization. Many of the other organizations with 
medical programs which might interest him are 
also Torch Drive, United Fund or Red Feather 
members. What will be the outcome? Will his 
new Foundation accept membership in the United 
one-campaign groups—or does he hope to absorb 
all the medical organizations and make his a one- 
campaign organization—meeting the needs of all 
of these great appeals to human sympathy? 
Among those appearing with Mr. O’Connor 
were Raymond H. Barrows, the new Executive 
Vice-President; Thomas M. Rivers, M.D., associ- 
ated with the organization since its inception: Wil- 
liam S. Clark, M.D., formerly of Western Reserve 
University doing research on arthritis; Gilbert Dall- 
dorf, M.D., virus research; Catherine Worthing- 
ham, Ph.D., Director of Public Education, Physi- 
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cal Therapy; Melvin A. Glasser; Dr. Jonas Salk 
and Mrs. Eleanor Roosevelt. The projected plan 
depends upon development of an organized volun- 
tary force in the fields of medical research, pa- 
tient aid, and profession education, “flexible 
enough to meet new health problems as they 
arise.” 


OBSTRUCTIONISTS? 


Letters have been circulated—how extensively 
we do not know—accusing the Michigan State 
Medical Society of taking “undue action to sell 
insurance” and accusing the Editor of bias. This 
comes from a group who are dissatisfied with the 
relative value status of the charges they have 
been making to patients as compared to those 
made by surgeons. We can appreciate the feel- 
ing of frustration, and we hereby offer some ex- 
planation, 

This feeling of being the underdog and looking 
up to the surgeon as being a person apart who 
naturally gets fees much out of proportion, is 
not new. In the English system, the surgeon was 


’ 


always called “mister” and was a man apart from 
the regular practice of medicine. In early Amer- 
ican days, the man who dared to do major surgery 
was able to and did charge fees out of proportion 
with other practitioners. 

Some doctors now practicing remember the day 
when 50 cents or 75 cents was paid for an office 
call, or $1.00, if medicines were given. At that 
same time, the bold souls who did appendectomies 
received $100. This differential was great, and 
throughout the years has been gradually corrected 
to some degree. A change of 200 to 1, to approxi- 
mately 15 to 1, is still inadequate-—but is progress. 

Improvement was brought about very largely 
through general practitioners and the non-surgical 
specialties appreciating the value of their own 
work and selling that increased value to their pa- 
tients by charging more for their services. The 
disproportion is still too much, but it is not the 
responsibility of the Blue Shield program; it is 
the responsibility of the profession in toto. The 
way to correct any disproportion is to take ad- 
vantage of every opportunity presented and con- 
vince the public that these services have a better 
value than those in the past. 

Although two-thirds of the doctors in Michigan 
have signed participation agreements, there are 
a few groups made up of special interest persons 
who are still not convinced. When an oppor- 
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tunity is given to make explanations and show 


progress, the majority are accepting the new 


situation and are working with it. 

Most of the specialty groups, which have been 
in conference with the State Medical Society in 
an effort to set up equitable fees, are satisfied. 
They were organized to improve the quality of 
services they give their people, and are partici- 
pating. 

The economic aspect of the practice of medi- 
cine must take a prominent role. In the 1920's 
several county societies made arrangements with 
their welfare groups agreeing to care for all in- 
digent (at least those hospitalized) for an agreed 
amount to be paid the county society. The mem- 
bers promised to do the work and the county 
society would benefit. Two or three counties 
are still continuing this arrangement and have 
very impressive and respectable programs as a 
result. 

In Calhoun County—especially in Battle Creek 

an Academy of Medicine and Dentistry was or- 
ganized which made an agreement with the city 
commission to care for all the indigent—hospi- 
talized or not—at the exact amount the govern- 
mental group had been paying on the average 
in the preceding three years. For years that pro- 
gram was carried out. It was learned that the 
county was actually paying for this service a 
ridiculous 8 cents on the dollar. Negotiations 
were under way to effect better contracts for the 
whole group, but a few of the doctors stymied 
the deal by making private arrangements. The 
group then turned its attention to studies which 
ultimately developed into the Michigan Blue 
Shield. This date was from 1932 and onward. 
At the same time several other counties made 
similar arangements to care for the indigent 
through their “Academy.” 

The reason for this reminiscing? Working in 
a group instead of independently, much more is 
accomplished, many more advantages are re- 
ceived, and the general good feeling is soul sat- 
isfying. It would be very unusual if all the 6,000 
members of the Michigan State Medical Society 
were completely in accord with the program of 
medical service to our patients. Guaranteeing the 
pay for these services should be completely ac- 
cepted as a basic non-scientific responsibility of 
the profession. 

Discrepancies have been minimized as much 


as possible in one “fell swoop.” The relative value 
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schedule which Michigan is using is adapted 
from that in California whose State Society could 
not write one but wrote four relative value sched- 
ules. That great society recognized the inequali- 
ties in the various groups—the laboratory work- 
ers, the surgeon, general practitioner, radiologist, 
and established four relative value schedules. 


In Michigan, we are attempting to reduce “in- 
equality” in the new program which is being of- 
fered to the people. In the “M75” contract are 
included methods and procedures by which fu- 
ture inequalities can and will be equalized grad- 
ually whenever demonstrated to be definitely out 
of line. A medical care insurance committee is 
being established in each Councillor District to 
hear complaints or appeals. To an unbiased ob- 
server it would seem more valuable to work with 
a group which contains its own correcting fea- 
tures, than to oppose the very proposal which 
promises to preserve and retain the private prac- 
tice of medicine as it did nearly 20 years ago. 


MEDICINE’S SHIELD OF SECURITY 


What are the prospects for the independent, 
private practice of medicine in the United States? 

Any realistic attempt to answer this question 
must take account of many factors, some of them 
ominous indeed. In a letter to the Editor of the 
New England Journal of Medicine for April 3, 
1958, Charles H. Bradford, M.D., a Boston physi- 
cian assesses the medical profession’s basic socio- 
economic problems in clear and candid terms. 


“On one side,’ he points out, “we find ourselves 
threatened by state and federal programs, already oper- 
ating on a large scale and eagerly seeking further en- 
largement. On the other side, we contemplate the ugly 
possibility of domination by pressure groups. . . . In 
front of us we face the inescapable and insurmountable 
wall of rising costs, in which doctors’ fees play only 
an insignificant part as compared to the staggering costs 
of hospitalization. Behind us we hear the hue and 
cry of an increasingly hostile public opinion, unleased 
and led on by demagogues who clamor for the priceless 
gifts of life and health at bargain rates and at the 
taxpayers’ expense. f 

To give us arms against this sea of troubles, Dr. 
Bradford points to Blue Shield, “one of the few con- 
structive forward steps taken by the medical profes- 
which, he believe 


“may represent one of our few hopes for survival as a 


sion in the last twenty years 


self-determining profession.” 
Blue Shield, the doctor asserts, has fulfilled its orig- 


(Continued on Page 1306) 
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Michigan State Medical Society 
Mid-Summer Session of the Council 


HIGHLIGHTS 
July 17-18, 1958 


@ Matters of great moment to the Michigan State Medical Society membership 
and to the future of the organization were decided by The Council at its July 
meeting. Chief among the 117 matters given consideration by The Council 
were: 


(1) Purchase of Site for the new MSMS Headquarters Building in East Lansing, 
on Saginaw Street (M-78) and Abbott Road. 


(2) Preliminary plans for the new MSMS Headquarters Building were presented 
by Architects Yamasaki, Leinweber and Associates, approved by The Council 
and recommended to the 1958 House of Delegates. Thanks were extended to 
the Committee on “Big Look” for the excellence of its work. 


(3) Report on successful culmination of Seal of Assurance Plan which indicated 
that 64% of the Active and Life members of MSMS had agreed to participate 
with twenty-six component societies participating 100 per cent; thirty-nine so- 
cieties with more than 80 per cent participation; and fifty-one (of the fifty-five 
component societies) having 50 per cent or more participation. 


(4) Appointment of Councilor District Medical Care Insurance Committees in 
all the 18 Councilor Districts of MSMS to implement on the local level the 
Statement of Principles on Prepaid Medical Care Plans, as adopted by the 
1957 MSMS House of Delegates. 


(5) The Annual Report of The Council was approved for reference to the House 
of Delegates on September 28, in Detroit. 


@ President Elect G. B. Saltonstall, M.D., announced the personnel of the 1958- 
59 MSMS Committees. 


@ Annual Session dates for 1961-1963 in Grand Rapids were decided: week of 
September 24, 1961, and week of September 22, 1963. 
The Michigan Clinical Institute dates for 1961-1962 in Detroit were set: week of 
February 28, 1961, and week of February 27, 1962. 


@ Legal Counsel Lester P. Dodd’s report included two matters: (a) negotiations 
with East Lansing Township Zoning Board re new MSMS Site, (b) opinion 
on a financial plan designed to gain Jenkins-Keogh results for individual prac- 
titioners. 


@ Committee Reports.—The following reports were presented: (1) Medical Care 
Insurance Committee, meeting of July 16-17, (2) Child Welfare Committee, 
June 12, (3) Maternal Health Committee, June 12, (4) National Defense Com- 
mittee, July 9, (5) Liaison Study Committee on Hospital Staff Payments, July 
10, (6) Committee to Develop Alcoholism Program, July 10, (7) Big Look 
Committee, July 12, (8) Committee on Committees, July 17. 


@ Congratulations to Joseph G. Molner, M.D., Health Commissioner of Detroit, on 
his additional appointment as Wayne County Health Commissioner, were or- 
dered dispatched. 
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MIDSUMMER SESSION OF THE COUNCIL 





@ Annual joint meetings of the MSMS Council were held with (a) Michigan 
Hospital Association Board; (b) Michigan Crippled Children Commission; 
(c) Michigan Health Council. 


@ The Publication Committee allocated Journal Numbers to specific subjects for 
the second six months of 1959; recommended use of material on the lighter 
side of medicine in JMSMS; approved serial on “History of Michigan Blue 
Shield” in The Journal. 


@ The County Societies Committee nominated for the 1958 Michigan Foremost 
Family Physician Award: William P. Bope, M.D., of Van Buren County; Fred 
J. Drolett, M.D., of Ingham County; and Lewis K. Peck, M.D., of Mecosta- 
Osceola-Lake County. It also recommended that the new IBM History Card 
of State Society members be included as part of all component societies’ appli- 
cations for membership for all NEW members. 


@ Richard W. Pomeroy, M.D., of Lansing was chosen as MSMS nominee to the 
President's Committee for the Employment of the Physically Handicapped. 


@ A Committee on Diabetes, as part of the Preventive Medicine Committee, was 
created by The Council. 


@ The Public Relations Counsel’s report included: (a) progress of Michigan As- 
sociation of the Professions (medicine, dentistry, law, engineering and architec- 
ture); (b) MSMS exhibits at the Ionia, Saginaw and Michigan State Fairs; 
(c) Station WWJ-TV will be utilized for the live telecast of a surgical opera- 
tion the evening of March 9, 1959, preceding the Michigan Clinical Institute— 
five out-state stations will carry the program; (d) Annual Session publicity plans; 
(e) 46 Michigan radio stations are carrying various programs distributed by 
MSMS and co-sponsored by component societies. 

@ Michigan Health Commissioner A. E. Heustis, M.D., presented progress report 
on: (1) poliomyelitis cases; (2) staphylococcal and other hospital infections; 
(3) laboratory examination of specimens for staphylococci; (3) policy concern- 


ing use of state-supplied immune globulin; (4) normal serum albumin; (5) 
registration of sources of radiation; (6) progress report on nursing homes and 
homes for the aged; (7) research into causes of mental illness; (8) report on 
uncorrectable visual defects; (9) yellow fever vaccine. 











MEDICINE’S SHIELD OF SECURITY And, the doctor concludes: “We must grasp the 


(Continued from Page 1304) 


inal purpose, namely, “to convert a system of post- 
poned payment . . . into a streamlined system of pre- 
payment . . .” to the benefit of both the people and 
the profession. But now, he suggests, Blue Shield is 
fulfilling an even more important function. It has given 
us “what we as a profession never possessed before 

. an intelligently coordinated and professionally con- 
trolled corporated body through which we can bargain 
with the public and they with us.” 

Dr. Bradford believes that “if we continue to ad- 
minister Blue Shield wisely, it may be all that we need 
to retain our professional independence.” But to do 
so, he warns, “we must be willing to give as well as 
© receive—to regulate our practice and our fees so 
as to preserve our freedom from being regulated, and 
to grant the public as many benefits as we hope to 
assure for ourselves.” 

“. . We, as doctors and as members of the medical 
society, are the managers of Blue Shield. Its success 
depends on us. Its failures remain our responsibility.” 
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larger significance of the splendid organization that we 
have built. . . . We must stand behind it .. . not 
for selfish gain, but to share with the public a mutual 
service and benefit. In this way, and in no other, can 
the medical profession preserve its time-honored status 
as an altruistic body of men, free from the sordid con- 
trols of politics or commerce, devoting itself whole- 
heartedly to scientific and humanitarian tasks.” 


“THANK YOU” 

The Editor wishes to express his sincere thanks 
to the doctors who have assisted in the solicita- 
tion and selection of papers and materials, in- 
cluding signed editorials for this, the Wayne 
County testimonial number, by Louis J. Bailey, 
M.D., Past President, and Clarence I. Owen, 
M.D., President. We wish also to express our 
appreciation to Harry D. Zemmer, M.D., who 
assisted with the August Rural Health number. 
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Controls Stress 


Relieves Distressin smooth muscle spasm 





new 
Pro-Banthine winDartal 


— for positive relief of cholinergic spasm. —a new and safer agent for normalizing emotions. 


PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral 
motor disorders, especially when these dis- 
orders are induced or aggravated by psychic 
tensions or anxiety. 


Pro-Banthine has won wide clinical 
acceptance as the most effective drug 
for controlling gastrointestinal hyper- 
motility and hypersecretion. 


Dartal, a new phenothiazine congener, 
offers greater safety, flexibility and 
effectiveness in stabilizing emotional 
agitation. 


The combination of each drug in fully effec- 

tive doses in Pro-Banthine with Dartal gives 

a new means of approach to the medical 

management of functional gastrointestinal 
Unsurpassed disorders mediated by the parasympathetic 

Specificity of Action { nervous system. 

Specific Clinical Applications: Functional 

gastrointestinal disturbances, gastritis, py- 

lorospasm, peptic ulcer, spastic colon (irri- 

table bowel), biliary dyskinesia. 

Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets contain- 
ing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal 
(brand of thiopropazate dihydrochloride). 


Gc. D. SEARLE & co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


SEARLE 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





ARMY COURSE IN “MANAGEMENT OF 
MASS CASUALTIES” 


The following schedule of the Army’s course in “Man- 
agement of Mass Casualties” gives the remaining course 
dates and the total Office of Defense and Civilian Mobi- 
lization allocation for the next fiscal year. Applications 
for this course will be processed by the State Health 
Commissioner and then forwarded directly to the Re- 
gional Medical Officer. Region Four’s share of the na- 
tional quota is not large and priorities will be given to 
those persons with specific civilian defense responsibili- 
ties. Accepted candidates will be notified directly from 
OCDM. 


NEW FILMS AVAILABLE 

The Michigan Department of Health has _ recently 
completed two motion pictures of interest to physicians 
in the state. One, entitled Homes That Care is designed 
to help improve standards of care in nursing homes and 
homes for the aged. The other, entitled Food For Life, 
deals with the importance of proper nutrition during 
pregnancy. 

Homes That Care, a half-hour black and white sound 
film, provides a straightforward, realistic approach to 
the many problems facing typical nursing homes and 
homes for the aged. It deals with the fundamentals of 
good patient care and offers a practical demonstration 
of how various methods and facilities—from older, re- 
modeled homes to new construction—can be _ best 
adapted to the needs of the aged patient. 

Although produced especially for use by health depart- 
ment consultants in assisting home operators, it has 
broad appeal and actually serves as an excellent intro- 
duction to the whole concept of care of the aged. 

Among the many aspects of care covered in the film 
are: home construction features, sanitation, techniques 
of caring for patients, personal hygiene, laundry proce- 
dures, sterilization techniques, use of medications, chart- 
ing requirements and record forms, and consideration 
of the various professions necessary to help create homes 
that care. 

Special stress is placed throughout the film on treat- 
ing patients as individuals. 

Food for Life, an eleven-minute color sound movie, 
was produced especially for use in the nutrition class of 
expectant parent courses. It deals with a young couple, 
expecting their first child, who attend expectant parent 
classes at the suggestion of their physician and who, 
then, put into practice at home many of the things they 
have learned. 

The film stresses the vital importance of diet both to 
the mother and to the developing child. Phases of nutri- 
tion covered include the special role of vitamins, min- 
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erals, calories and proteins; the significance of the latest 
research findings; the importance of developing enduring 
food habits for the entire family; and the need for taste- 
ful and attractive preparation of food. 

The film will serve as the basis for an interesting and 
informative class on nutrition during pregnancy and 
should be of interest to anyone concerned with expectant 
parent education. 

Both films are available for showing without charge 
to Michigan residents. Requests for bookings should be 
directed to the Section of Education, Michigan Depart- 
ment of Health, Lansing 4, Michigan. 


MANAGEMENT OF MASS CASUALTIES COURSE 

The new schedule of courses still available, being 
offered at the Walter Reed Army Medical Center and 
Brooke Army Medical Center during the fiscal year 1959 
is listed as follows: 


Walter Reed Army Medical Center, Washington, D. C 


Management of 


Mass Casualties Feb. 16-21, 1959 FCDA Quota 4 
Nursing in Medical 
Management of 
Mass Casualties 


Nov. 3-8, 1958 FCDA Quota 3 


nurses 
March 9-14, 1959 FCDA Quota 3 


nurses 


Brooke Army Medical Center, Fort Sam Houston, Texas 
Management of Dec. 1-5, 1958 FCDA Quota 
Mass Casualties Feb. 9-13, 1959 FCDA Quota ‘ 
April 27-May 1, 
1959 FCDA Quota 2 
June 15-19, 1959 FCDA Quota 2 


The quotas listed above are for all OCDM regions 
and lists a nurses’ course for the first time. 


Names and addresses of applicants should be sub- 
mitted to this office at least two months in advance of 
the scheduled course commencement date. This is a 
necessary requirement in order for the National Office to 
make a fair allocation among the various regions. Lists 
of selected applicants will be forwarded to the Office 
of the Surgeon General. 


PRICE OF OMISSION 


A survey made by the North Carolina Industrial Com- 
mission, in one of the state’s large textile manufacturing 
plants, unearthed the fact that over a twenty-four-month 
period 75 per cent of the accidents happened to workers 
who had not had breakfast. The largest number of 
injuries occurred at 10 a.m. All supervisors were asked 
to encourage employes to eat a good breakfast every 
working morning.—Employe Relations Bulletin, January 
29, 1958 
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COSA. _ 
COSA 


IN RESEARCH 

1. HIGHEST TETRACYCLINE SERUM LEVELS “* 

2. MOST CONSISTENTLY ELEVATED SERUM LEVELS’ 

3, SAFE PHYSIOLOGIC POTENTIATION WITH A NATURAL HUMAN METABOLITE” 


AND NOW IN PRACTICE 


4. MORE RAPID CLINICAL RESPONSE*** 


5. UNEXCELLED TOLERATION***"" 
COSA 


A 
COSA 


COSA-TETRACYN’® 

ral ¥Lotel-t- Taal ial-Wm ole) ¢-1ah4T-h<-1¢ Mm (244-108 eal al 
CAPSULES (black and white) 

250 mg., 125 mg 

ORAL SUSPENSION (orange flavored) 
2 oz. bottle, 125 mg. per tsp. (5 cc.) 
PEDIATRIC DROPS (orange flavored) 


cc 


helg-h¢—le Mel ge)e) e]-1¢ 


5 mg. per drop (100 mg. per cc.) 


Science for the world’s well-being 


COSA-TETRASTATIN’ 


glucosamine potentiated tetracycline 
with nystatin 


CAPSULES (black and pink) 

250 mg. Cosa-Tetracyn (with 250,000 

u. nystatin) 

ORAL SUSPENSION (orange-pineapple 
flavored) 2 oz. bottle, 125 mg. 
Cosa-Tetracyn (with 125,000 u. 
nystatin) per tsp. (5 cc.) 

For patients susceptible to 

aalelaliit-1 met] °l-1diahi-ceadlelam 


COSA-TETRACYDIN' 


glucosamine: potentiated tetrac 


Fe al-1)-4-5-1(omr- Dandi alt ¢-leal ial mete 


CAPSULES (black and orang 
each capsule contains 
Cosa-Tetracyn 125 mg 
Phenacetin ’ 
Caffeine 

Salicylamide 

Buclizine HCl 

Le Valdie) edie 

e Analgesic 

e Antihistamine 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: Ant. Med. & Clin 


) 1958. 3. Walch, E.: Dent. Med 


Wschr. (Apri!) 1956. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 


1958. 5. Nathan, L. A.: Arch. Pediat 


6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., a 


Bradley, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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appearance... . versatility 


THE EK-III 
ELECTROCARDIOGRAPH 
A 


25 mm. per second or 5O om. per second 


Whenever you need a more detailed elec- 
trocardiogram you switch the EK-III from 
the standard 25 mm.-per-second speed to 
50mm. This double speed enlarges hori- 
zontal dimensions of the record and rapid 
deflections can be more easily studied. In 
effect, you have a “close-up.” 

Weight of the unit is just 22% lbs., 
yet the EK-III uses easy-to-read standard- 
sized record paper. The EK-III top-load- 
ing paper-drive eliminates tedious thread- 
ing. Newly designed galvanometér and 
rigid single-tube stylus insure even greater 
record clarity and accuracy. 

Why not write for descriptive material, 
or ask your dealer for a demonstration of 
the new Burdick electrocardiograph? We 
are proud to present the new dual-speed 
EK-III, and invite your inspection. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices:. NEW YORK * CHICAGO + ATLANTA * LOS ANGELES 
Dealers in ail principal cities 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 











In Memoriam 





JAMES I. BALTZ, M.D., sixty-two, chief associate 
of the department of gastroenterology at Henry Ford 
Hospital, Detroit, died June 29, 1958, following a lengthy 
illness. 

A native of Washta, Iowa, Doctor Baltz studied as an 
undergraduate at Cornell College, Mount Vernon, Iowa, 
and received his medical degree in 1926 at the Uni- 
versity of Iowa. He came to Henry Ford Hospital for 
his internship in 1927 and remained there since that 
time as a staff member. 


CLAIRE L. STRAITH, M.D., 
sixty-six, of Detroit, internation- 
ally known plastic surgeon, died 
unexpectedly Sunday, July 13, in 
Glasgow, Scotland. He has been 
on an American College of Sur- 
geons cruise of Scandinavian 
countries with Mrs. Straith. 

Doctor Straith was born Au- 
gust 30, 1891, in Hurrow, On- 
tario. Following his premedical 
education at University of Michi- 
gan, completed in 1915, he went to Rush Medical Cen- 
ter in Chicago, where he received his medical degree 
in 1917. 

To obtain a better background for plastic surgery, 
Doctor Straith attended the Chicago College of Den- 
tistry and received a degree in dentistry in 1918. Post- 
graduate work in plastic surgery was taken by Doctor 
Straith in London and Paris in 1925. 

He was widely known for his twenty-five-years fight 
for safety features in automobiles to reduce skull and 
facial injuries in crashes. 

Doctor Straith and his son, Richard E. Straith, M.D., 
also a noted plastic surgeon, opened Straith Memorial 
Hospital, Detroit, in 1954. He was chief of plastic 
surgery service at Harper Hospital for many years. 


HYMAN A. VOGEL, M.D., Garden City physician, 
died July 2, 1958. 

Born in New York City, Doctor Vogel graduated in 
1926 from the University of Michigan Medical School 
and interned at Providence Hospital before setting up 
practice in Garden City in 1931. 

Doctor Vogel was on the staffs of Providence and 
Mt. Carmel Hospitals in Detroit, Oakwood in Dear- 
born and Annapolis in Wayne. In 1945, he organized 
the Garden City Medical Center, 

He was president of the school board, a member of 
Temple Israel and Kiwanis, and an organizer of the 
Garden City Square Deal and Democratic Clubs. 


It has never been possible to confine a disease such 
as tuberculosis to a narrow specialty—G. J. WHERRETT, 
M.D., Canadian Journal of Public Health, November, 
1956. 
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COMBINES: Traditional components for re- 
lief of the annoying symptoms of early upper 
respiratory infections... 

PLUS: Protection against bacterial compli- 
cations often associated with such conditions. 


TABLETS 
Each contains: 


sugar coated) 


ACHROMYCIN®* Tetracycline ° 125 meg 
Phenacetin . 120 mg 
I St en ncéreneene ) mg 
Salicylamide wees ° . 150 mg 
CREBTOTNED OCUPRES coco cccccccccceccccvccccsceeeses 2 g 





Each 5 ec. teasp 

ACHROMYCIN®* Tetracy e equivalent t 
Tetracycline l 

Phenacet 


Methylparaber ‘ _— ir 
Propylparaben ........... eae ae 1 


Bottle of 4 fi. oz 

Adult dosage for ACHROCIDIN Tablets 
and new caffeine-free Syrup is two tablets 
or teaspoonfuls of syrup three or four times 
daily. Dosage for children adjusted accord- 
ing to age and weight. 

Available on prescription only. 
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GREATER EASE in 
EXAMINATION AND TREATMENT 


with a 


RITTER 
UNIVERSAL TABLE 


Greater flexibility in a treatment table can make 
your office practice easier, more efficient. Such is 
the Ritter Universal Table. Here is a table that re- 
duces effort for both you and your patient. A touch 
of the toe to the convenient pedals floats the Ritter 
Table to the height desired. The motion of the table 
is barely noticeable, giving your patient a feeling of 
complete security at all times. 


The flexibility of the Universal Table is practically 
unlimited. It provides unusually effective facilities 
for an improved rectal posture (inverted knee-chest), 
Gyn and many other positions, including a relaxed 
approach in the treatment of child or baby. 


The extreme low position of the Ritter Universal 
Table enables the debilitated or the elderly patient 
to get onto the table without a painful and at times 
hazardous maneuver. Table rotation of 180° saves 
you many steps each day and the rotation lock holds 
the table in any desired position. 


Expertly designed, carefully built, this Ritter Uni- 
versal Table is a sound long-term investment in con- 
venience and efficiency—everything about the table 
speaks quality from its eye-appealing exterior to its 
innermost working parts. 


Call us today, and we will be glad to arrange a 
demonstration of this table at your convenience. 


NOBLE-BLACKMER, INC. 


267 W. Michigan 28148 
Jackson, Michigan 


Legal Opinion 














Mr. William J. Burns 

Executive Director 

Michigan State Medical Society 
Lansing, Michigan 


Dear Mr. Burns: 


Inquiry is made as to the ownership of the records 
made and kept in the hospital pertaining to the patient’s 
history, care and treatment. I am unable to find any 
statute or adjudicated case in Michigan which deals 
with hospital records on the basis of ownership. In all 
cases which I have found dealing with any phase of 
hospital records, it seems to have been assumed that 
they were records of the usual nature regularly kept by 
and in hospitals and therefore in that limited sense 
were the property of the hospital. Such opinion as I am 
able to express is, therefore, my own and is unsup- 
ported by judicial authority. 

Actually, I doubt that the narrow question of ‘‘own- 
ership” of the records is of any great practical sig- 
nificance. If I may assume, as I understand is gen- 
erally true, that the by-laws or regulations of the hos- 
pital and perhaps those of the medical staff require the 
keeping of the records in question, I believe they would 
be regarded as belonging to the hospital. In a broad 
sense, of course, the person having the greatest interest 
in the records from a standpoint of their disclosure to 
others would be the patient without whose consent it 
would be improper to allow access to them. With the 
patient’s consent, however, it is my opinion that the 
hospital, which is the custodian if not the sole owner 
of the records, may make them available to persons 
duly authorized by the patient. 


Sincerely yours, 


Detroit, Michigan 
June 4, 1958 


Lester P. Dopp 
Legal Counsel 


TERMINATION OF THE TREPONEMA 
PALLIDUM IMMOBILIZATION 
DIAGNOSTIC SERVICE 


(Continued from Page 1298) 


Summary 


The Treponema Pallidum Immobilization test 
has been discontinued as a diagnostic service in 
the Department of Dermatology, at the University 
of Michigan Hospital. The possibility of sub- 
stituting one of the simpler and cheaper modi- 
fied treponemal tests is under consideration. TPI 
tests are available through the state department 
of health laboratories. 


Reference 
Wheeler, A. H.: The treponema pallidum immobiliza- 
tion test in the diagnosis of syphilis. J. Michigan 
S. M. Soc., 52:859, 1953. 
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The Road to New Horizons 


for the doctors of Michigan 
leads to Detroit and the 
MSMS 93rd Annual Session 


Sept. 30-Oct. 1-2-3, 1958 


The Road to Better Calcium 


Assimilation leads to 


* OS-VIM 


Here’s WHY Oyster Shell Calcium is *Better Assimilated: 

1. Richest known source of Calcium—40% pure ele- 
mental Calcium. 

2. Contains all natural trace minerals. 


3. Phosphorus-free. 


"It is of interest to note that the patients receiving Os-Vim 
exhibited twice the percental increase in total calcium 


noted in the group who were given calcium lactate." 


OYSTER SHELL CALCIUM PRODUCTS: 


OS-CAL - OS-VIM 


Oyster Shell Calcium % Oyster Shell Calcium 
Natural Trace Minerals : B-Complex 
Vitamin D Vitamins A-D-C-E 
DOSAGE: | tab. t.i.d. : Natural Trace Minerals 
; Ferrous Sulfate 


DOSAGE: | tab. t.i.d 








OS-fe-CAL | OS.fee-VIM 


Therapeutic Iron Therapeutic Iron 

Oyster Shell Calcium Oyster Shell Calcium 

Vitamin D Vitamins A-D-C-B6 and K 

Natural Trace Minerals Natural Trace Minerals 
DOSAGE: | tab. t.i.d. : DOSAGE: | tab. daily 


note low dosages! 


A IO LABORATORIES, Ine. 
2910 Grand Ave. Kansas City, Missouri 


*HARDY, J. A.: Obstet. & Gynec. (Nov., 1956) 
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NEWS MEDICAL 





MICHIGAN AUTHORS 


Sidney Friedlaender, M.D., and Alex S. Friedlaender, 
M.D., Detroit, are the authors of an article entitled 
“Use of Triamcinolone, A New Corticosteroid in the 
Management of Allergic Disease,” published in Anti- 
biotic Medicine and Clinical Therapy, May, 1958. 

Herbert J. Robb, M.D., John W. Bowden, M.D., 
Rudolph Castellani, M.D., and Charles G. Johnston, 
M.D., Detroit, are the authors of an article entitled 
“Prognosis in Peripheral Arterial Insufficiency Asso- 
ciated with Claudication or Ulceration,’ read at the 
65th Annual Meeting of the Western Surgical Associa- 
tion, Salt Lake City, November 22, 1957, and published 
in the AMA Archives of Surgery, June, 1958. 

Melvin A. Block, M.D., Brock E. Brush, M.D., Jo- 
seph L. Ponka, M.D., and Andre Chepeau, M.D., De- 
troit, are the authors of an article entitled “Stenosis of 
the Sphincter of Oddi as a Cause of Jaundice,” read at 
the 65th Annual Meeting of the Western Surgical Asso- 
ciation, Salt Lake City, November 23, 1957, and pub- 
lished in the AMA Archives of Surgery, June, 1958. 

Robert S. Jampel, M.D., and Harold F. Falls, M.D., 
Ann Arbor, are the authors of an article entitled “Atypi- 
cal Retinitis Pigmentosa, Acanthrocytosis, and Heredo- 
degenerative Neuromuscular Disease,” published in AMA 
Archives of Ophthalmology, June, 1958. 

J. Reimer Wolter, M.D., Ann Arbor, is the author 
of an article entitled “Reactions of the Cellular Ele- 
ments of the Corneal Stroma,” published in the AMA 
Archives of Ophthalmology, June, 1958. 

Willard D. Mayer, M.D., and Max R. Beitman, M.D., 
Detroit, are the authors of an article entitled “Melano- 
sarcoma of the Chiroid with a Long Period of Survival,” 
published in the AMA Archives of Ophthalmology, June, 
1958. 

John S. Meyer, M.D., and J. L. Chason, M.D., De- 
troit, are the authors of an article entitled “Diseases of 
the Basilar Artery,” published in the Wayne State Uni- 
versity College of Medicine and Detroit Receiving Hos- 
pital Bulletin, Vol. 5, No. 1. 

Sidney Edward Chapin, M.D., Dearborn, is the 
author of an article entitled “Cardiac Emergencies,” 
read at the Michigan Industrial Medical Association 
meeting, Fort Shelby Hotel, Detroit, 1957, and pub- 
lished in Industrial Medicine and Surgery, June, 1958. 

Frank H. Bethell, M.D., Ann Arbor, is the author 
of an article entitled “Advances in the Management of 
Hematologic Disorders,” published in GP, July, 1958. 

John W. Henderson, M.D., Ann Arbor, is the author 
of an article entitled “The Problem of Progressive Exoph- 
thalmos in Thyroid Disease,” presented at the 9st 


1314 


Annual Session of the Michigan State Medical Society, 
Detroit, September, 1956, published in THe JourNAL 
of the Michigan State Medical Society and reprinted in 
Guildcraft, July, 1958. 

Ian M. Thompson, M.D., Ann Arbor, and John 
Schneider, M.D., and Pedro Lantin, M.D., Galveston, 
Texas, are the authors of an article entitled ‘Trypsin 
Therapy in Genito-Urinary Inflammations,”’ published in 
American Practitioner and Digest of Treatment, July, 
1958. 

Robert J. Bolt, M.D., H. Marvin Pollard, M.D., 
and Ludovic Standaert, M.D., Ann Arbor, are the 
authors of an article entitled “Transoral Small-Bowel 
Biopsy as an Aid in the Diagnosis of Malabsorption 
States,” published in the New England Journal of 
Medicine, July 3, 1958. 

S. E. Gould, M.D., D.Sc., Eloise, is the author of 
an article entitled “Frederick George Novy, Microbio- 
logist, 1864-1957,’ published in the American Journal 
of Clinical Pathology, April, 1958. 

James J. Lightbody, M.D., Detroit, is the author of 
an article entitled “Have Stethoscope, Will Travel,” 
published in Detroit Medical News, November 11, 1957, 
and reprinted in Current Medical Digest, July, 1958. 

E. Osborne Coates, Jr., M.D., and Ellet H. Drake, 
M.D., Detroit, are the authors of an article entitled 
“Myxoma of the Right Antrium, with Variable Right- 
to-Left Shunt,” published in the New England Journal 
of Medicine, July 24, 1958. 

George H. Koepke, M.D., Edwin M. Smith, M.D., 
Alma J. Murphy, Ph.D., and David G. Dickenson, 
M.D., Ann Arbor, Michigan, are the authors of an 
article entitled “Sequence of Action of the Diaphragm 
and Intercostal Muscles During Respiration” read at the 
Thirty-fifth Annual Session of the American Congress of 
Physical Medicine and Rehabilitation, Los Angeles, Sep- 
tember 11, 1957, and published in Archives of Physical 
Medicine and Rehabilitation, July, 1958. 

W. L. Howard, M.D., Maybury Sanitarium, is the 
author of an article entitled “A Barrier to Successful 
Treatment,” published in the publication of the Michi- 
gan Tuberculosis Association, Health, Summer, 1958. 

Daniel S. Elman, M.D., Detroit, is the author of an 
article entitled “Familial Association of Nerve Deafness 
with Nodular Goiter and Thyroid Carcinoma,” a student 
essay (first prize) from Wayne State University College 
of Medicine, published in the New England Journal of 
Medicine, July 31, 1958. 

Adele L. Rolfe, M.S.W., Arthur J. Derbyshire, Ph.D., 
and Z, Stephen Bohm, M.D., Detroit, are the authors of 
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ARTHRITIS... 
OR 
GOUT? 


BENEMID 


PROBENECID 


A SPECIFIC FOR GOUT 


GOUT—THE DIAGNOSTIC PROBLEM 
Clinical “curiosity” rather than 
clinical “instinct” is the key 
to accurate diagnosis of gout. 
Visible manifestations may not 
appear until late in the course 
of the disease. Moreover, the 
patient’s description of the pain 
and the site of the pain may not 
differ markedly from other 
articular disorders. 


THE FOLLOWING FINDINGS ARE HIGHLY 
INDICATIVE OF GOUT: (1) Tophaceous 
deposits resulting in irregular, 
asymmetrical deformity of joints; 
(2) Elevated serum uric acid levels 
(above 6 mg.%) ; (3) Pain relief 
with colchicine. When findings sug- 
gest gout, therapy with ‘Benemid’ 
should be started immediately. 


BENEMID®—AN EFFECTIVE URICOSURIC 
AGENT 

‘Benemid’ is firmly established 

as an effective and exceptionally safe 
uricosuric agent. ‘Benemid’ 
approximately doubles the 
excretion of uric acid; reduces 
serum uric acid levels toward 
normal; often prevents formation 
of new tophi, and gradually 
mobilizes existing uric acid 
deposits ; minimizes incidence and 
severity of future attacks. 
‘Benemid’ is of remarkably low 
toxicity — usually so low as to be 
clinically insignificant —even in 
patients who have been 

on uninterrupted therapy for almost 
a decade. The uricosuric effects 

of salicylates and ‘Benemid’ are 
mutually antagonistic and these 
compounds should not be 

used together. 

RECOMMENDED DOSAGE: 0.25 Gm. 

(1% tablet) twice daily for one week 
followed by 1 Gm. (2 tablets) daily 
in divided doses, 


Pp MERCK SHARP 


DIVISION OF MERCK & ne., 


& DOHME 


PHILADELPHIA PA. 


BENEMID is a trade-mark of Merck & Co., Ine. 
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an article entitled “Mobile EEG Diagnostic Unit of 
the Michigan Epilepsy Center and Association,’ pub- 
lished in the Journal of the American Medical Associa- 
tion, August 2, 1958. 

Hermann Pinkus, M.D., Monroe, is the author of 
an article entitled “Keratosis Senilis, A Biologic Concept 
of Its Pathogenesis and Diagnosis Based on the Study of 
Normal Epidermis and 1730 Seborrheic and Senile Kera- 
toses,” published in The American Journal of Clinical 
Pathology, March, 1958. 

Z. S. Bohn, M.D., Detroit, is coauthor of an original 
article, ““Mobile EEG Diagnostic Unit of the Michigan 
Epilespy Center and Association,’ which appeared in 
JAMA of August 2, 1958, page 1723. Collaborating 
authors are: A. L. Rolfe, M.S.W., and A. J. Derby- 
shire, Ph.D. 


Papers Presented 

W. Wilber Ackerman, M.D., and Fred M. Davenport, 
M.D., of the University of Michigan School of Public 
Health and Medical Clinic presented special papers on 
polio and influenza at the Seventh International Con- 
ference for Microbiology in Stockholm, Sweden, August 
4-9, 1958. Pearl L. Kendrick also attended as well as 


MEDICAL 


Phillip Gerhardt, M.D., Associate Professor of Bacter- 
iology in the Medical School. Dr. Davenport also at- 
tended the Sixth International Conference on Tropical 
Medicine and Malaria in Lisbon, Portugal, September 
5-13, 1958. 

Frederick H. Epstein, M.D., of the Epidemiology De- 
partment of the University of Michigan, gave a paper 
on “Heart Disease” at the Third World Conference on 
Cardiology in Brussels. 

M. K. Newman, M.D., of Detroit, presented the fol- 
lowing papers at the annual meeting of the American 
Academy of Law-Science at Gulfport, Mississippi: Medi- 
co-Legal Aspects of Electromyography” and “Physical 
Medicine of Rehabilitation in Medico-Legal Medicine; 
Its Application to Personal Injury in Trial Techniques.” 


The American Association of Medical Assistants will 
hold its second annual meeting October 31, November 1 
and 2, 1958, at the Palmer House, Chicago. All medical 
assistants are invited to attend. A busy program is 
announced beginning with registration and the House of 
Delegates meeting at 8 a.m., followed by the business 


session. 


TAKE A NEW LOOK. , 
AT FOOD ALLERGENS 
TAKE A LOOK AT 
NEW DIMETANE 


IMSMS 
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The International College of Surgeons will hold its part in administering and governing great areas and 
fourth Around-The-World Postgraduate Clinic and Lec- great masses of people. On the school level, our science 
ture Tour, departing from San Francisco on October 10, will continue to advance, war or no war. The average 
and returning to New York on December 3 this year span of life has increased and will continue to increase. 

Sections of the College will be held in Hawaii, Japan, New babies born this year have an average chance of 
Hong Kong, the Philippines, Thailand, India, Egypt, living through the first quarter of the next century 
Turkey, Greece, Italy and Spain. Further information Our children are in fact the children of the 21st century. 
may be had by writing to Dr. Arnold S. Jackson, tour Scientific research indicates there will be more changes 
co-ordinator, 16 South Henry Street, Madison 3, Wis., in the next twenty-five years than there were in the last 
or to the International Travel Service, Inc., 119 South fifty. Therefore we must be educated for change beyond 
State Street, Chicago 3. recognition. Adjustment, however, is not as important 
ae as adjustability. Medical science also has extended the 

span of life from fifty to seventy years in the past half 

The Twenty-ninth Annual Summer Education Con- century, by all but conquering bacterial diseases. The 
ference was held at the University of Michigan, July greatest product now for a further increase in life’s span 
16 and 17. Gerald Wendt, science editor of UNESCO seems to lie in the attack of the virus diseases. Already 

United Nations Educational, Scientific, and Cultural great strides have been made. Medical science is on the 
Organization), emphasized that we do not now anti- threshold of complete conquest of the virus infections 
cipate another war. He believes the prospects of an The prevention of cancer can be expected. 
atomic war are shrinking, but war or no war, our prob- ee 
lems are going to be world wide. He feels we must 
concentrate on acquiring languages, in particular, Rus- The American College of Radiology for Users of 
sion, Arabic, and Chinese—as these will be needed by X-Rays in the Healing Arts has prepared a “Practical 
the people who will be sent all over the world for us Manual on the Medical and Dental Use of X-Rays with 
after a victory. If there is no war the needs are exactly Control of Radiation Hazards.” A “cost only” charge 


the same and we will have to supervise or actually take of 25 cents a copy is made. The College believes that 


Ina pecan 140-patient study’ DIMETANE 
gave “more relief or was superior to 
other antihistamines,” in 63, or 45% of 


a group manifesting a variety of allergic 


conditions. Gave good to excellent re- 
sults in 87%. Was well tolerated in 92% 
Only 11 patients (8%) experienced any 
side reactions and 5 of these could not 
tolerate any antihistamines. (Robins 4 


1. Thomas, J. W.: Ann rey 16:128, 1958 a 4 
(PARABROMDYLAMINE MALEATE) 


EXTENTABS?® « ELIXIR « TABLETS 
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whether the physician conducts his own x-ray studies or 
refers patients to radiologists, that this Manual supplies 
basic, valuable information. The booklet discusses radia- 
tion and its hazards under the headings: Radiation 
Hazards, Effects on the Human Body, Sources of Expo- 
sure and Radiation Dose and Control. Also practical 
procedures: Chest Fluoroscopy, Dental Radiography, 
Abdominal and Pelvic Radiography, Examinations of 
the Extremities and Other Procedures. 


* * * 

The Mid-West Forum on Allergy will hold its annual 
meeting on December 6 and 7, 1958, at the Sheraton- 
Cadillac Hotel, Detroit, Michigan. This meeting of the 
Forum is sponsored by the Michigan Allergy Society. 
For further information, please write to John M. Shel- 
don, M.D., General Chairman, in care of the Univer- 
sity Hospital, Ann Arbor, Michigan 


7 * * 

The American College of Surgeons will hold its 44th 
annual Clinical congress in Chicago, October 6-10, 
1958, at the Conrad Hilton Hotel. Among the major 
addresses will be one by Newell W. Philpott, M.D., 
Montreal, incoming President of the College, also George 
J. Curry, M.D., Flint, Michigan, an authority on care 
of the injured, and Gunnar Thorsen, M.D., Stockholm, 
Sweden, distinguished surgeon and writer in the field 
of essential body fluids. 

There will be approximately 200 reports on research 
in surgical progress and surgery in the future made by 
researchers from medical centers schools and hospitals 
in the sessions known as the Forum on Fundamental 
Surgical Problems. 

“No patient failed to improve.” On the final evening, October 10, more than 1,100 
initiates will be presented for Fellowship in the College, 


Honorary Fellowships conferred, and officers inaugurated. 


* * * 
9Hex washi d to standard a “er : : . : . : 

pHisoHtex washing added to st The National Medical Foundation for Eye Care, with 
treatment in acne produced results that aga : . 

“far excelled... results with the many Harold F. Falls, M.D., of Ann Arbor, on the Board of 
measures usually advocated.’’! Trustees, announces the early publication of the Foun- 
pHiseHex maintains normal skin pH, dation’s Report No. 5 to the Medical Profession on “Eye 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 


Care and Prepayment Plans.” The report will comprise 

a condensed history of medical service plans; a discus- 
; ~~ sion of organized medicine’s policies relative to these 

For best results—four to six washings a ; . : eqtee 

day with pHisoHex will keep the acne plans; a review of organized labor’s activities in develop- 


area “surgically’’ clean. ing union health programs in general and “vision care” 
1. Hodges, F. T.: GP 14:86, Nov., 1956. plans in particular; and a suggested pilot plan for 


ophthalmological services on a prepaid basis 
The purpose of this study is to acquaint American 
ophthalmologists with the increasing interest of labor 


groups in incorporating medical eye care into their 


—_ e medical service programs, and to suggest ways in which 
ophthalmology can participate in these programs in 
keeping with the highest ethical and _ professional 
standards 

* * * 


Sudsing pen ‘ : ~ ee , 
nonalkatine | The American Medical Writers Association will hold 


antibacterial : w : . nei 
detergent— LABORATORIES its 15th annual meeting at the Hotel Morrison, Chicago, 
nonirritating, New York 18, N. ¥. 
hypoallergenic. 
Contains 3% 
hexachlorophene. 


September 26, 27. There will be sixteen speakers on 

September 26 including Alton Ochsner, M.D., Professor 

of Surgery, Tulane University; Austin Smith, M.D., 
(Continued on Page 1320) 
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They all went to the doctor... 


I was too much 


I was too little 


I was simply two 


And I was getting brittle 


With my anemia, 
I could never make 
it up that high 
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. for sound obesity management 
dextro-amphetamine plus vitamins 
and minerals 


STIMAVITE*” 


stimulates appetite and growth 
vitamins B,, B;, By, C and L-lysine 


OBRON’* 


a nutritional buildup for the OB patient 


OBRON” 
HEMATINIC 


when anemia complicates pregnancy 


NEOBON’ 


5-factor geriatric formula 
hormonal, hematinic and 
nutritional support 


ROETINIC” 


one capsule a day, for all treatable anemias 


HEPTUNA®* PLUS 


when more than a hematinic is indicated 


iP 


@ 


rescrip 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being 
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RESEARCH 


Research directed at the creation of new, 





more effective therapeutic agents and sup- 
port of basic research concerned with new 
therapeutic concepts are obligations that 


confront pharmaceutical industry. 


Ordinarily small pharmaceutical con- 


cerns do not engage in these activities. 


It is with pride, therefore, that we wish 
to point toward the fact that Meyer and 
Company are presently supporting four 
research projects in recognized institu- 
tions in the United States and Canada, 
and that these grants are proportionately 
far in excess of the funds ordinarily allo- 


cated by other pharmaceutical concerns. 


+ 


MEYER AND COMPANY 


Pharmaceutical Manufacturers 


Detroit 24, Michigan 
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Editor, J.A.M.A.; Karl A. Menninger, M.D., Chief of 
Staff, Menninger Foundation. 

The workshop on the 27th will be directed by J. P. 
Gray, M.D., of Detroit, Visiting Lecturer on Medical 
Writing. a oe 


Photo by courtesy of The Manistee News-Advocate) 


Certificates of appreciation were recently awarded 
two Manistee medical doctors, personnel of the Manistee 
Selective Service Board, in recognition of their outstand- 
ing public service to the nation, it was announced by 
Herman E. Kreider (right), chairman of the Local 
Board No. 53. 

Awards were presented Ellery A. Oakes, M.D. (left), 
medical advisor for fifteen years; and Homer A. Rams- 
dell, M.D., medical advisor for fifteen years. Dr. Rams- 
dell was out of the state and was unable to be present 
when the awards were made. 

In transmitting the awards issued in the name of the 
President of the United States and the National Director 
of Selective Service, Colonel Arthur A. Holmes, state 
director, declared: “With this certificate goes my sincere 
appreciation for your devotion to duty, your integrity 
and leadership and your demonstrated spirit of volunteer 
public service.” 

* 7 * 

Mercywood Hospital, for thirty years the neuro- 
psychiatric unit of St. Joseph’s Mercy Hospital, Ann 
Arbor, is now an independent facility of 130 beds with 
an active medical staff of six physicians. Under the 
new arrangement close liaison with the Ann Arbor 
medical community will remain unchanged. Admis- 
sions in the sanitarium have exceeded 1300 for the past 
three years. The average patient stay is from three to 
six weeks. The effort is to give short term, intensive 
psychiatric treatment and return the patient to their 
families, jobs, and the community with minimum expense 
and loss of time. 

A full-time occupational therapy unit and the recently 


(Continued on Page 1322) 
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ANNALS OF INTERNAL MEDICINE 
OFFICIAL JOURNAL OF THE AMERICAN COLLEGE OF PHYSICIANS 


@ The outstanding American journal in Internal Medicine. 


@ Contains the most important papers from the Annual Sessions of 
College; also the valuable work of other eminent contributors from 
the United States, Canada and other countries; Editorials; Case Re- 


ports; Reviews. 
@ Summaries in Interlingua. 


@ Ethical advertising related to Internal Medicine and its allied fields. 


"Physicians can be divided into two great groups, those that are learning 
and those that are forgetting, those that each year know more, and those that 
each year know less. 


"A few physicians increase in knowledge from within and grow from their 
own doing. These are the innate investigators. The rank and file require 
outside help to grow and to progress. Medical journals, books, meetings, con- 
tacts, discussions, teachers, are our armamentarium for progress. Like the 
‘spring tonic’ of past days, all of us need some of this medicine regularly. A 
large majority of physicians know their need and seek treatment. 


“Things in nature rarely are static; they increase or they decrease; they grow 
or they decay; they progress or they retrogress. Man's education in many 
respects resembles things of nature; rarely is it static; when knowledge does 
not increase, almost always it decreases. Physicians should remember this and 
make every effort to keep out of the static state and on the side of increase, of 
growth, of progress.""—The late Henry A. Christian, M.D., M.A.C.P. 


Subscription—$10.00, United States, Canada, Hawaii and Puerto Rico; $7.00, above countries, 
to bona fide medical students, internes, residents and fellows-in-training (certified in writing 


by the institution); $12.00, other countries. 


Published monthly; two volumes annually. 


The American College of Physicians 
4200 Pine Street, Philadelphia 4, Pa. 
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for modern 


control of 
salt retention 


edema 


CUMERTILIN™ 
) Tablets 


@ effective oral diuretic with no sig- 


nificant gastrointestinal irritation’ 


@ Suitable for long-term mainte- 
nance therapy. 


@ eliminates need for injections in 
certain cases, lengthens interval 


between injections in others 


@ basically different in chemical 
structure, extending the therapeu- 


tic choice in organic mercurials 


DOSAGE: | to 3 tablets daily as required 


SUPPLIED: As orange tablets, in bottles 
of 100 and 1000. Also available— 


CUMERTILIN Sodium Injection, 1- and 2-cc 
ampuls, in boxes of 12, 25, and 100; and 
10-cc. vials, individually and in boxes 
of 10 and 100 


Pollock, B. E., and Pruitt, F. W.: Am. J. M 
Sc., 226:172, 1953. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 
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completed recreational building now provide the full 
range of ancillary care and service. The present active 
staff is headed by Leonard E. Himler, M.D., Chairman. 


* . * 

The American Rhinologic Society will hold its fourth 
annual meeting in the Palmer House, Chicago, October 
17-18. Among the topics to be discussed will be pul- 
monary and nasal physiology, laboratory and clinical 
aspects of bone transplants, hump removal, roof repair, 
and nasal process corrections. 

Dr. Russell I. Williams of Cheyenne, President of the 
Society, will preside. Dr. Guy L. Boyden, professor of 
otolaryngology, University of Oregon Medical School, 
Portland, will be the guest of honor. The Society will 
display many reprints, papers, slides, charts and other 
teaching and study material available to the profession 
upon request. Two new exhibits suitable for showing at 
state society and other professional meetings will also 
be presented. 

For further information, write to Dr. Robert M. Han- 
sen, secretary of the society, 1735 North Wheeler Av- 
enue, Portland 17, Ore. 


* * * 


In order to inform all practitioners of the State of 
Michigan, the following list of Poison Control Centers 
is being published as released by Philip J. Howard, 
M.D., Chairman, Michigan Academy of Pediatrics, De- 
troit. This will enable the doctors to know where they 
can get immediate help with their poison problems. 


POISON CONTROL CENTERS IN THE 
STATE OF MICHIGAN 

Cit) Name and Address 
Ann Abor 


Director 
George H. 
Lowery, M.D. 


Poison Control Center 
University Hospital 
1313 E. Ann Street 
Poison Information Center Paul T. 
Registrar’s Office Salchow, M.D. 
Herman Kiefer Hospital William G. 
1151 Taylor Avenue Frederick, M.D. 
Poison Control Center John 
Community Health Center Etsweiler 
of Branch County 
274 E. Chicago Street 
Grand Rapids Poison Control Center 
Butterworth Hospital 
300 Bostwick N.E. 
Grand Rapids Poison Control Center 
Blodgett Memorial Hosp. 
1800 Wealthy S.E. 
Grand Rapids Poison Control Center 
St. Mary’s Hospital 
250 Cherry Street S.E. 
Poison Control Center G. Fred 
Midland Hospital Moench, M.D. 
4005 Orchard Drive 
Pontiac Poison Control Center 
St. Joseph Mercy Hosp. 
900 Woodward Avenue 
Poison Control Center R. M. 
Mercy Hospital Lugg, M.D. 
2601 Electric Avenue 
Port Huron, Michigan 


Detroit 


Coldwater 


Mark W. 
Dick, M.D. 


John Mont- 
gomery, M.D. 


Craig E. 
Booher, M.D. 


Midland 


Robert J. 
Mason, M.D. 


Port Huron 
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Provides balanced 
nutritional values 


@ Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 


= 


a 


: 
Pe 
; 
sa 
4é 
a 
: 
2 
r 
i= 
: 
‘ 


SOYALAC helps solve the feeding problem of 
prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


_ 
it 


Clinical data furnish evidence of SOYALAC’S vaiue 
in promoting growth and development 


s 
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Se BIAIAA 


Protein of high biologic value is obtained from the 
soybean by an exclusive process 


L 
nee Booklet and, Samples 


A request on your professional letterhead or prescription form 
will bring to you complete information, and a supply of 
samples. Please address the Loma Linda Food Company, 
Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 


ARLINGTON, CALIFORNIA + MT. VERNON, OHIO 
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Alexander Blain III, M.D., Detroit, has announced 
the appointment, as Attending Surgeon, of Francis S. 
Gerbasi, M.D., M.S., (Surg.) F.A.C.S. to the Blain 
Clinic and Alexander Blain Hospital. Dr. Gerbasi is 
a Diplomate of the American Boards of Surgery and 
Thoracic Surgery. 

* . * 

The Medical School of the University of Wisconsin 
announces a series of five sessions at various times. These 
courses in postgraduate medical education are supported 
in part by the W. K. Kellogg Foundation, Battle Creek, 
Michigan. 


os * * 


Hermann Pinkus, M.D., acting chairman of the de- 
partment of dermatology at Wayne State University 
College of Medicine, was elected president of the Society 
for Investigative Dermatology at the 19th annual meet- 
ing in San Francisco. 


* * . 


The American Otorhinologic Society for Plastic Sur- 
gery, Inc., will hold its meeting and give a Seminar in 
Plastic Surgery of the Head and Neck in Mexico City 
and Acapulco from February 15 through February 25, 
1959, under the sponsorship of the Sociedad Mexicana 
de Otorrinolaringologia and in conjunction with the 
Universidad Nacional Autonoma de Mexico. 

Registration is open to members and non-members of 
our Society. The registration fee for members is $15.00. 


A registration and tuition fee amounting to a total of 
$75.00 (in American currency) is required of non- 
members. Payment must be made in advance by not 
later than October 1, 1958. 


* * * 


International College of Surgeons, Southeastern re- 
gional meeting, will be held in Miami Beach, January 
4-7, 1959. For information, write to Harold O. Hall- 
strand, M.D., 7210 Red Road, South Miami, Florida, 
chairman. 

International College of Surgeons, Japan Section, will 
hold its fifth annual congress in Hiroshima, Japan, No- 
vember 2. For information, write to International Col- 
lege of Surgeons, 1516 Lake Shore Drive, Chicago 10, 
Illinois, 

* * * 


Gastroenterological Convention.—The 23rd Annual 
Convention of the American College of Gastroenterology 
will be held at the Jung Hotel in New Orleans, Louisi- 
ana, on October 20-22, 1958. 

In addition to formal papers, there will be panel dis- 
cussions on Gastric Carcinoma, Steroids in Gastroen- 
terology and Functional Disturbances of the Gastro- 
intestinal Tract. 

On October 23, 24, 25, immediately following, the 
Annual Course in Postgraduate Gastroenterology will 
occur, limited to those who have registered in advance. 

Silver certificates will be presented to those who have 
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BIFRAN 


with a Bifran tablets contain the plus factor, 


In addition to dulling the appetite, 
elevating the mood, and easing anxiety, 


Cholan DH“ (dehydrocholic acid, Maltbie) 

This hydrocholeretic maintains a normal 

: . flow of bile, thus avoiding the physio- 

in treating logical consequences of low fat intake 
. in the usual dietary program. 

the overweight Prescribe Bifran tablets for your over- 

weight patients. 


plus factor 


Each Bifran tablet contains 5 mg 
methamphetamine hydrochloride, 200 
mg. dehydrocholic acid (Maltbie), and ' 
15 mg. pentobarbital. 

Supplied: Bottles of 100, 500, 1,000 


Malle MALTBIE LABORATORIES DIVISION «+ WALLACE & TIERNAN INC. « Belleville 9, N. J. 


PBN-6! 
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(Continued from Page 1324) 
been affiliated with the organization twenty-five years. 

As a part of this year’s sessions, a one-day regional 
meeting will be held at the University Hospital in 
Mexico City on October 27, 1958, and members of the 
College from that city will present papers. 

Copies of the program and further information con- 
cerning the Postgraduate Course and Mexico Regional 
Meeting may be obtained by writing to: American Col- 
lege of Gastroenterology, 33 West 60th St., New York 
2, eX. 

+ * . 

Edwin L. Harmon, M.D., director of the 800-bed 
Grasslands Hospital at Valhalla, New York, for the 
past nineteen years, has been appointed Medical Di- 
rector of Michigan Hospital Service (Blue Cross). 

He is resigning from his present position and will as- 
sume his duties with Michigan Hospital Service, Oc- 
tober 1, 1958. Dr. Harmon replaces Brooker L. Mas- 
ters, M.D., who resigned as Medical Director July 1 
to return to private practice in Fremont, Michigan. 

The basic functions of the Blue Cross Medical Di- 
rector are to formulate medical policy and to provide 
specialized medical review of all aspects of our Blue 
Cross program. 

Dr. Harmon’s long experience as director of a large 
hospital will be invaluable in the medical evaluation of 
hospital admissions and billings which will be a major 
responsibility of the new post. 

Dr. Harmon, who is fifty-seven, has been active in 


em 
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hospital and medical organizations since his graduation 
from Western Reserve University School of Medicine 
in 1927. He is currently serving as a Trustee of the 
American Hospital Association of which he has been a 
member since 1931. He is a fellow of the American 
College of Hospital Administrators since 1940, and he 
served as assistant director of University Hospital in 
Cleveland from 1930-1939. He is a member of the 
New York Medical Society. 
* + 7. 

Carl E. Badgley, M.D., Ann Arbor, professor of sur- 
gery in the University of Michigan Medical School, has 
been granted a sabbatical leave for six months, begin- 
ning September 1, 1958, to complete a number of mon- 
ographs for publication and to investigate orthopedic 
training in South America. 

* on * 

Veterinary Public Health Conference.—The nation’s 
first institute on Veterinary Public Health Practice will 
be held at The University of Michigan School of 
Public Health October 6-9, 1958. 

The pioneer institute will bring together a _ vast 
amount of knowledge in this new field. In _prepara- 
tion for the meeting, ninety-five people in five study 
committees have been gathering information for two 
years. 

An expected 200 people in all professional groups of 
public health and veterinary medicine from the United 
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NOW! THE SHEER ALL-NYLON STOCKING 
THAT SUPPORTS WITHOUT USING RUBBER! 


Supp-hose’ 


FOR LEG FATIGUE AND MILD VARICOSITIES 


Recent clinical research demonstrated the excel- gives gentle support all day long. Yet Supp-hose 
lent value of Supp-hose for leg fatigue, and mild contains no rubber! Every stitch is fine nylon 
disorders where heavy surgical stockings are with a special twist that provides an elastic 
not prescribed. The advantage of Supp-hose is quality. 

that it looks just like any sheer nylon stocking, 

thus it overcomes one of the main objections of A VERY ECONOMICAL STOCKING! 

the patient concerned about her appearance. Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
As you know, expectant mothers, housewives, should give five times the wear of ordinary 
working women, and women with mild varico- nylons. Supp-hose is available in proportioned 
sities all complain about discomfort of the sizes in beige, natural and white. At drug and 
extremities. Supp-hose eases this leg fatigue and department stores. 


SO MANY WOMEN COMPLAIN ABOUT LEG FATIGUE! 


Ke KAYSER-ROTH HOSIERY COMPANY, Inc., 200 Madison Avenue, N. Y. 16, N. Y. Sold in Canada. 
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Conform Bandage 

the amazing all-cotton bandage that: 
Clings to itself — prevents slipping 
Stretches — for controlled pressure 
Conforms — to any body contour 
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Butterfly Closure 


e Center section does not stick 
to wound 

e Super-Stick adhesive holds 
wound edges together 

e Sterile — Waterproof 


Products of JOHNSON & JOHNSON 


MEDICAL ARTS SUPPLY COMPANY 


233 Washington S.E. Grand Rapids 2, Mich. Phone GL 9-8274 


MEDICAL ARTS PHARMACY 


20-24 Sheldon S.E. Grand Rapids 2, Mich. Phone GL 9-8274 
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States and Canada will atend and search for an answer 
to the question: what is the most effective use to be 
made of veterinary medicine in public health? 

The advance study committees have been working 
on thirteen major items: food hygiene (including pro- 
duction of food animals and human nutrition) ; experi- 
mental medicine, surgery, and the care of laboratory 
animals; administration; geriatrics; chronic diseases; 
occupational health; newer needs in professional edu- 
cation; military veterinary medicine; biological and 
pharmaceutical production and control; dental diseases ; 
radiation; disease geography; and laboratory admin- 
istration and services, including research. 

Another purpose of the Institute will be “to compile 
a publication on veterinary public health practice which 
reflects the thinking of the Institute, stimulated by 
formal presentations and committee studies.” 

Planners expect this new field will follow the national 
growth pattern of dental public health practice, which 
has been greatly aided through conferences conducted 
by the U-M School of Public Health, the most recent 
being in 1956. 


The October Institute will be conducted by the U-M 
School of Public Health in collaboration with the As- 
sociation of State and Territorial Health Officers, the 
Association of State Public Health Veterinarians, the 
American Board of Veterinary Public Health, the Amer- 
ican Veterinary Medical Association, the Conference of 
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Public Health Veterinarians, the Michigan State Uni- 
versity College of Veterinary Medicine, the Michigan 
Department of Health, the United States Public Health 
Service Communicable Disease Center, and the Amer- 
ican Public Health Association. 
take oe 
Medicine and Industry Work for the Common Good. 
A practical example of industry and medicine work- 
ing together for the common good is the Dodrill-GMR 
mechanical heart which has been used successfully in 
many heart operations. Developed by the Chrysler Cor- 
poration, the mechanical heart takes over the heart's 
pumping action temporarily while a patient is under- 
going heart surgery. According to L. L. Colbert, presi- 
dent, Chrysler Corporation, the perfected machine came 
as a result of the combined efforts of F. D. Dodrill, 
M.D., Detroit, who developed the idea, and the Chrys- 


ler engineers who built the mechanical heart. (From 
AMA News Release, July, 1958). 
a ee 


The New York Academy of Medicine will hold its 
second annual Postgraduate Week, October 13-17, on 
the subject, “Research Contributions to Clinical Prac- 
tice.’ For program and details, write Robert L. Craig, 
M.D., 2 East 103 Street, New York 29. 

ee. 

Urology Award.—The American Urological Associ- 
ation offers an annual award of $1,000.00 (first prize 
of $500.00, second prize $300.00 and third prize 
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LEAVES NOTHING TO BE DESIRER 


HYCOMINE ;,. 


THE COMPLETE Rx 
FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and related symptoms in 15-20 minutes 
e effective for 6 hours or longer e promotes expectoration 
e rarely constipates e cherry-flavored 


Each teaspoonful (5 cc.) contains: 
Hycodan® 
Dihydrocodeinone Bitartrate 
(Warning: May be habit-forming) 
Homatropine Methylbromide 
Pyrilamine Maleate 
Ammonium Chloride 
Sodium Citrate 


Adult Dosage: one teaspoonful q. 6 h. May be habit-forming. 
Federal law permits oral prescription. 


Literature on request 
Endo ENDO LABORATORIES 
Richmond Hill 18, New York 


U. S. Pat. 2,630,400 
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$200.00) the result of some clinical or 
laboratory research in urology; limited to urologists who 
have been graduated not more than ten years and to 
hospital interns and residents doing research work in 
urology. For full particulars write William P. Didusch, 
Executive Secretary, 1120 North Charles Street, Balti- 


more 1, Maryland. 


for essays on 
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The American Cancer Society, Southeastern Michi- 
gan Division, will hold a leadership training confer- 
ence for volunteer workers at Kellogg Center, East 
Lansing, October 8-9-10. Outstanding speakers from 
the medical and professional fields are being invited to 
conduct forums in the fields of education and service 
in which volunteers are active. Outstanding figures in 
the national American Cancer Society will participate 
in phases of the program. For detailed program and 
information, write E. W. Tuescher, Executive Director, 
4811 John R., Detroit 1. 

* 

The Southern Medical Association formally dedicated 
its new headquarters office building on September 7. 
The new building 2601 Highland Avenue, Bir- 
Alabama. 


* * 


* * 


is at 
mingham, 
* 


* * 


At the University of Michigan Medical Center, one 
hundred and twenty-eight doctors of medicine began 
their professional careers on July 1. During their two- 
day orientation, the new residents and interns received 
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at-ad CMe Lo) ial ee 


MEDICAL 


i bomtenas 


For patients over 40, The G POINT (point of 
declination in life) can be postponed! 
Properly balanced Androgen — Estrogen — 
nutritional therapy may prevent premature 
aging and damage of gonadal decline and 
nutritional inadequacy. 

Complaints of symptoms such as muscular 
pain, fatigue, irritability, and poor appetite 
in the patient over 40 may be the first indi- 
cations of three major stress factors in the 
aging process: (1) Gonadal Hormonal Imbal- 
ance, (2) Nutritional Inadequacy and (3) Emo- 
tional Instability. GERITAG is especially for- 
mulated to guard against premature damage 
and to delay the degenerative process. 

Rx GERITAG in preventive geriatrics. 


*Chappel, C.C., J.A.M.A., 162: 1414, (Dec. 8) 1956 


Write for Latest Technical Bulletins 


riiAs 


many facets of important information from members 
of the faculty and representatives of medical and sci- 
entific organizations. The two speakers, on behalf of 
the medical profession and the Michigan State Medical 
Society, were Sidney E. Chapin, M.D., 
and D. Bruce Wiley, M.D., of Utica. 


+ 


of Dearborn 


* 


Robert A. Clowater, M.D., of Howell; James D. Fry- 
fogle, M.D., Detroit and Carl O. Ramzy, Jr., M.D., 
Traverse City were awarded certificate of fellowship in 
the American College of Chest Physicians in San Fran- 
cisco on June 21. 

Congratulations! 


* 


+. . * 


At the University of Michigan Medical Alumni ban- 
quent September 30 at the Wayne Medical 
Detroit, the new Chairmen of 
the Departments of Anatomy, Medicine, Otolaryngology, 
and Surgery will be introduced. This banquet, planned 
with the opening of the 
through-Friday-noon Annual Sessions MSMS, will 
their first the new 
heads of these four major medical departments. Uni- 
versity President Harlan Hatcher and Medical School 
Dean A. C. Furstenberg, M.D., will introduce the new 
chairmen. 


County 
Society headquarters, 


to coincide Tuesday-noon- 


of 


give most alumni chance to meet 


* * * 


“The Family Doctor” goes on TV—Before the 1958 
House of Delegates convenes on Sunday evening, Septem- 
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Doctors, too, 


The reasons are fairly simple. Doctors 
like “Premarin,” in the first place, be- 
cause it really relieves the symptoms of 
the menopause. It doesn’t just mask them 
— it replaces what the patient lacks — 
natural estrogen. 

Furthermore, if the patient is suffer- 
ing from headache, insomnia, and arth- 
ritic-like symptoms before the menopause 


Ayerst Laboratories * New 


like ““Premarin’’ 


and even after, ““Premarin” takes care 
of that, too. 

Women, of course, like ““Premarin,” 
too, because it quickly relieves their 
symptoms and gives them a 
well-being.” 


“PREMARIN? 


conjugated estrogens (equine) 


“sense of 


, York 16, New York * Montreal, Canada 
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For continuing prophylaxis patient swallows 
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ber 28, the public will see an hour-long telecast depicting 
the routine of a typical physician’s office. This public 
service dramatization, being staged at 5:30 p.m. on 
Channel 2 by WJBK-TV for MSMS, will lead th: 
viewer through the steps of a physical examination. 

Some of the “machines of medicine,’ such as the 
EKG and BMR, will be demonstrated and explained 
by M.D.’s. Also, some surgical procedures such as art 
commonly performed in the doctor’s office will be tele- 
cast and reviewed. 


. * . 


William Wiard, Detroit, was appointed, on July 1, 
as Executive Director of Michigan Heart Association, 
succeeding E. H. Guy who assumed a similar position 


with the Texas Heart Association. 
. * + 


Hospital Statistics. Hospitals in the continental 
United States cared for 22,993,000 patients in 1957 
an increase of more than 900,000 over the 1956 total, 
according to information from the American Hospital 
Association, which states that 3,739,259 babies were 
born in U. S. hospitals last year. On any given day 
in 1957, an average of 1,320,000 patients and 48,775 
newborn infants were hospitalized 

MHA further reports that: “The voluntary hospitals 
which care for the great majority of the acute short- 


term cases in the nation spent an average of $26.81 
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a day for the care of each patient, an increase of $1.82 
over 1956. In these hospitals, the average expenditure 
on each patient in 1957 was $198.39 compared with 
$181.43 in 1956. The average patient’s stay in the vol- 
untary hospitals was 7.4 days, a slight decrease from 
7.5 days in 1956. Patients in voluntary hospitals paid 
an average of $1.52 a day less in 1957 than it cost to 
care for them.” 


MEDICAL TELEVISION SHOWS 
Produced by 
Michigan Health Council 


July 6—Tuberculosis (Films—‘*The Long Night” and 
“Are You Positive ?’’) 

July 13—Cancer (Film—‘“Cancer—A Research Story’’) 

July 20—Healing Team (Film—*Healing Team” 

July 27—Acne (Film—‘Acne” 


M.D. LOCATIONS 
Through July 31, 1958 


Placed by Michigan Health Council 


John A. Lusk, M.D.—Goodrich 

Myron R. Smith, M.D.—Montague 

Richard T. Saran, M.D.—Lake City. District Health 
Dept. No. 1 


Assisted by Michigan Health Council: 


C. F. Villanueva, M.D.—Northville 
Carl H. Birkelo, M.D.—Detroit 

John E. Doolittle, M.D.—Traverse City 
Michael Papo, M.D.—Chelsea 

Walter B. Long, Jr., M.D.—Homer 
Maurice H. Sorensen, M.D.—Bad Axe 
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best-loved sparkling 


drink in all the world. 


DRINK 


CLO 


SIGN OF GOOD TASTE 


Say you saw it in the Journal of the Michigan State Medical Society 


IMSMS 








YOU KNOW IT’S 
BEST WHEN YOU GET 


MILK AND ICE CREAM 








It's an “OPEN AND SHUT CASE” for sandura 
4 — The new WELCH ALLYN instrument 


case that offers you far greater 


* DURABILITY 

* CLEANLINESS 

* COMPACTNESS 
* BEAUTY 


The Sandura Case is molded in reinforced 

material to stand great shock or abrasion, 

with tarnish-proof soft rubber lining which 

ILLUSTRATED — _ protects instruments from shock. The en- 

Welch Allyn Oto- tire case can be washed or sterilized with 

scope - Ophthalmoscope 
Set No. 983, complete with alcohol. 
Sandura Case. 


THE MEDICAL SUPPLY CORPORATION 


OF DETROIT 

















3502 Woodward Avenue TEmple 1-4588 Detroit 1, Michigan 





SepreMserR, 1958 
Say you saw it in the Journal of the Michigan State Medical Societ) 
° 











Protection against loss of income from 
accident and sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL 





COME Frow 


60 10 





PHYSICIANS CASUALTY & HEALTH 


ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 








SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, genial ionship. A real 


r 
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Acknowledgments of all books received will be made in this columa, 
and this will be deemed by us as full compensation to ti 
sending them. A selection will be made for review, as expedient. 








CLINICAL ENZYMOLOGY. Edited by Gustav J. 
Martin, Sc.D. Research Director, The National Drug 
Company, Philadelphia. 242 pages. Boston-Toronto: 
Little, Brown & Company, 1958, Price, $6.00. 

This is a rather technical, but well-documented work 
on the chemistry and role of enzymes in clinical medi- 
cine. 

The various phases of enzymatic action are discussed 
and it is a convenient reference source on the subject 
for the student. Fundamental principles necessary to 
an understanding of enzyme activity is well presented 
and clinical application is amply illustrated by case re- 
port summaries. 

It is an acceptable addition to the medical library. 


R.W.B. 


DIETARY PREVENTION AND TREATMENT OF 
HEART DISEASE. By John W. Gofman, Ph.D., 
M.D., Donner Laboratory, University of California, 
Berkeley; Alex V. Nichols, Ph.D., Donner Laboratory, 
University of California, Berkeley; E. Virginia Dob- 
bin, Senior Dietitian, E. V. Cowell Memorial Hos- 
pital, University of California, Berkeley. New York: 
G. P. Putnam’s Sons, 1958. Price, $3.95. 

Out of the laboratory of the University of California, 
where much of the work concerning the role of lipo- 
protein complexes in the etiology of atherosclerosis was 
done, comes this small practical manual on the pre- 
vention and treatment of heart disease by dietary means. 
It is meant for public consumption, as well as for the 
professional reader. The important facets in the knowl- 
edge of the réle of lipids in heart disease are discussed 
at length in an interesting and readable manner. 

A considerable portion of the book is devoted to prac- 
tical dietary evaluation, recommended diets, and the 
use of vegetable oils in cooking. Many interesting and 
detailed recipes are given for the culinary enthusiast. 

It is good reading and informative. The reviewer 
recommends it. 


R.W.B. 


OUTLINE OF ORTHOPAEDICS. By John Crawford 
Adams, M.D. (London), F.R.C.S. (England), Con- 
sultant Orthopaedic Surgeon, St. Mary’s Hospital, 
London, and St. Vincent’s Orthopaedic Hospital, 
Pinner; Assistant Editor, Journal of Bone and Joint 
Surgery. Second edition. 414 pages. Illus. Edinburgh 
and London: E. and S. Livingstone Ltd. Baltimore: 
The Williams and Wilkins Co., exclusive U. S. agents. 
1958. Price, $8.00. 


The second edition of Outline of Orthopaedics main- 
tains the commendable spirit of the first, namely, to 
produce an outline of orthopaedics for those whose 
needs do not require a plunge into a sea of detailed 
information. 

Admittedly aimed at medical students, it is a help- 
ful bird’s-eye view for any practitioner whose work 
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BRIGHTON HOSPITAL 


A non-profit Foundation 


FOR ALCOHOLISM 


A facility designed to rehabilitate or to aid 
the addict in arresting his addiction. 


Walter E. Green, M.D., Superintendent and Medical Director. 





brings him into occasional contact with orthopaedic 
problems. 

English authors, and especially those in orthopaedics, 
seem unusually adept at reducing descriptions to brief, 
concise accounts, and this book is no exception. Frac- 
tures are excluded, but other traumatic problems are 
discussed plus general orthopaedic problems arranged 
by regions. This arrangement is especially helpful to 
those who could handily use the book as a guide in 
differential diagnosis when faced with an elusive prob- 
lem limited to a specific region of the body. 

The pictures and illustrations are profuse and well 
done, especially the diagnostic x-ray illustrations. 

The book is not long, and the page sizes are small, 
so that it becomes easily mastered, which is what par- 
ticularly recommends it to the library of the general 
practitioner as a reference work. 


R.H.A. 


FREE TIME—CHALLENGE TO LATER MATURI- 
TY. Edited by Wilma Donahue, Woodrow W. Hunt- 
er, Dorothy H. Coons, and Helen K. Maurice. Ann 
Arbor: The University of Michigan Press, 1958. 
Price, $4.50. 

This is an interesting compilation of selected papers 
on the subject of leisure time and its meaningful utiliza- 
tion, coming out of the University of Michigan Tenth 
Anniversary Conference on Aging, June 24-26, 1957. 

The book is thought-provoking reading for all, as we 
face the problems engendered by our increasing life 
span and the increasing leisure time and early retire- 
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ment brought about by our modern materialistic age of 
mechanization. Proper use of leisure and the formation 
of wider horizons in our more productive years may 
well pay off in helping us to adjust in the later years 
when the problem of what to do with abundant free 
time suddenly faces us. 

[his is recommended reading for any intelligent 
thinking person. 


R.W.B. 


CORRELATIVE NEUROANATOMY AND FUNC- 
TIONAL NEUROLOGY. By Joseph G. Chusid, 
M.D. Attending Neurologist, St. Vincent’s Hospital, 
New York, and Joseph J. McDonald, M.S., M.Sc.D., 
M.D., Dean of Medical Faculty, American University 
of Beirut, Beirut, Lebanon, formerly Professor of 
Surgery, Columbia University, New York Ninth edi- 
tion Illustrated by Ralph Sweet. Los Altos, Cali- 
fornia: Lange Medical Publications, 1958 
In this inexpensive handbook, the reader will find an 

excellent review of clinical neurology. There is a large 

section on the anatomy of the nervous system arranged 
and oriented from the functional and clinical viewpoint. 

The text is clear and concise and in many instances is 

presented in outline form. There are many illustrations 

scattered throughout the volume. These are clean, well 
drawn and clearly illustrate the subject. Included are 
chapters on “Electromyography,” ‘Electroencephalog- 
raphy,” and “The Radiological Examination.” The 
chapter on “Muscle Innervation and Testing,” includes 


an excellent series of illustrations to demonstrate test- 
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ing of muscle strength in the major muscle groups. The 
appendix contains a helpful glossary of eponymic neu- 
rologic signs, symptoms, and syndromes. This book is 
not a substitute for standard neurologic texts, but is an 
excellent supplement and is warmly recommended to 
the beginner in clinical neurology and to the clinician 
who wishes to refresh his memory of the subject. 


F.O.M 


OBSTETRICS AND GYNECOLOGY. By J. Robert 
Willson, M.D., Professor and Head of the Department 
of Obstetrics and Gynecology, Temple University 
School of Medicine and Temple University Medical 
Center, Philadelphia, Pa.; Clayton T. Beecham, M.D., 
Clinical Professor of Obstetrics and Gynecology, 
Temple University School of Medicine and Temple 
University Medical Center, Philadelphia, Pa.; Isa- 
dore Forman, M.D., Clinical Professor of Obstetrics 
and Gynecology, Temple University School of Medi- 
cine and Temple University Medical Center, Phila- 
delphia, Pa.; Elsie Reid Carrington, M.D., Assistant 
Professor of Obstetrics and Gynecology, Temple Uni- 
versity School of Medicine and Temple University 
Medical Center, Philadelphia, Pa. With 267 illustra- 
tions. St. Louis: C. V. Mosby Company, 1958. Price, 
$10.75. 

This book is of special interest to the family physician, 
resident, and specialists in obstetrics and gynecology. It 
combines obstetrics and gynecology rather than treating 
each as an individual subject. For example, gynecologi- 
cal problems are introduced at appropriate points in 
the obstetric discussions. One interesting phase of this 
book is the treatment of emotional as well as physical 
problems as they occur in the management and etiology 


of certain conditions. Highly specialized details of diag- 
nostic and surgical procedures are omitted, but the in- 
dications for these and their contraindications are dis- 
cussed. The presentation on infertility is an excellent 
reference to those interested in this subject. Finally, this 
book includes an excellent bibliography at the end of 
each chapter for those who desire more comprehensive 
information of the subject at hand. 


J.R_P. 


CIBA FOUNDATION SYMPOSIUM ON THE CERE- 
BROSPINAL FLUID. Production, Circulation, and 
Absorption. Editors for the Ciba Foundation, G. E. 
W. Wolstenholme, O.B.E.. M.A., M.B., B.Ch. and 
Cecilia M. O’Connor, B.Sc. 300 pages with 141 il- 
lustrations. Boston: Little, Brown and Company, 
1958. Price, $9.00. 

This small volume represents a detailed report of a 
symposium on the production, circulation, and absorp- 
tion of cerebrospinal fluid held in May, 1957, under the 
auspices of the Ciba Foundation of London, England. 
Some fifteen different papers on various aspects of the 
subject, detailing much original research work are pre- 
sented, followed by general discussion of the group of 
researchers following each paper. 

This is a valuable contribution to the literature on 
this subject, most helpful to those actively interested 
in this particular phase of medical basic research. It 
is recommended as such, rather than for general read- 
ing. 


R.W.B. 
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® 
TRIPPLE Sole Reduces 1st Metatarsal Pressure 


Standing tests revealed that the lowest pressures under the head of the first metatarsal were found 
while subjects were wearing boots with RIPPLE™ resilient shoe soles according to Karpovich, Keeney 


and Alexander.’ 


1TM Ripple Sole Corp. 


7KARPOVICH, P. V.;: KEENEY. C. E., & ALEXANDER, A. A.. ‘‘Physiological and Kinesiological Methods 
for Testing Footgear,’’ p. 74, Dept. of Physiology, Springfield College, Springfield, Mass., June 29, 1957. 
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Ue 


GINGER ALE 


Recommended by Eminent Michigan Physicians 
e 


FLAVOR MELLOWED 4 YEARS IN WOOD 








A PREFERRED BEVERAGE FOR HOME AND HOSPITAL 


Developed by Michigan’s First Registered Pharmacist 
e 


PEPE DEI IE DIED EDIE. EDIE PEPE IE PE EIS 


ESSENTIALS OF GYNECOLOGY. By E. Stewart 
Taylor, M.D., Professor and Head of the Department 
of Obstetrics and Gynecology, University of Colorado 
School of Medicine, Denver, Colorado. 343 Illustra- 
tions, 4 in Color. Philadelphia: Lea & Febiger, 1958. 
Price, $12.00. 


This complete text and reference of the modern con- 
cepts of Gynecology is of most value to the young prac- 
titioners in gynecology, medical students and general 
practitioners. The treatment of the patient on her first 
visit is detailed completely from the history to the physi- 
cal examination. From pediatric gynecology to the 
menopause, there are excellent illustrations both gross 
and microscopic. Of special interest are the chapters on 
the adrenal glands, pituitary gland and preventive med- 
icine as they relate to gynecology. The treatment of 
carcinoma in the female is very inclusive. Of special 
interest is the instruction of the patient in self breast 
examination as well as the physician’s role in the ex- 
amination. The final chapters detail the usual opera- 
tive techniques used in gynecology with excellent visual 


illustrations.—J.R.P. 


CORTISONE THERAPY. Mainly Applied to the Rheu- 
matic Diseases. By J. H. Glyn, M.A. (Cantab.), 
M.D., M.R.C.P., D.Phys Med., Consultant in Physi- 
cal Medicine to the Prince of Wales and Tottenham 
Group of Hospitals. New York: Philosophical Li- 
brary, Inc., 1957. Price, $10.00. 


There is a great deal of practical knowledge regard- 
ing the steroids and their therapeutic effects and uses 
which can be obtained from spending one evening read- 


SepTeMBER, 1958 


ing this small book. The appealing features to the re- 
viewer were the conciseness of the material contained 
and the thoroughness with which this material is 
handled. 

Dosage and indications are described in detail and 
the effects on all the tissues of the body completely 
handled. Such practical features as effects on preg- 
nancy are handled as well as effects on wound healing 
and many other practical facts are completely contained. 

This would be an ideal book for the Hospital Library 
for quick reference regarding the subject of cortisone 
therapy. 

There is an excellent section in the book describ- 
ing in detail the technique for intraarticular and soft 
tissue injection with adequately detailed figures 


G.A.Z. 


BOOKS RECEIVED 


BENTYL HYDROCHLORIDE. Pharmacologic and 
Clinical Data. Medical Research Department, The 
Wm. S. Merrell Company. (Paper cover 


THERAPEUTIC USES OF ADHESIVE TAPE. John- 
. J 


son and Johnson, New Brunswick, 


CORONARY HEART ATTACKS 


Though heart attacks are often associated by laymen 
with overexertion, they are far more likely to occur 
during periods of rest. Over half of the victims of 
coronary heart attacks are stricken while resting or 
sleeping. Less than 2 per cent are afflicted when en- 
gaging in “sports, running, lifting, or moving a load.” 

From Patterns of Disease, prepared by Parke, Davis 
& Company) J.A.M.W.A., Vol. 13, No. 5 
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“WHY TAKE CHANCES” 
dayA: No practice is too small—no group too large 


to benefit from PM's management experience. 


WRITE OR CALL FOR INFORMATION 


% P R 0 F E $ $ l 0 n A L Security Bank Building — Battle Creek 
MANA GEM E fl T  sacmaw — crand naps — vernon 
E BUSIN 


FOR THE INEDICAL PRC on Affiliated Offices in Other Cities 











WANTED: Young G.P., preferably married, willing to 


Classified Advertising make emergency house calls, specialize later. Beautiful 


modern fire-proof, small hospital clinic, ultimate jn 
equipment. Permanent, with owner trustee partner- 





$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty. 





ship, retirement. Beginning, 50 per cent all IN and 

OPD calls, 100 per cent initial house calls plus $1,500 

PHYSICIANS for mental hospital located in Michigan’s supervision, et cetera. Guarantee bettering $15,000. 
magnificent Upper Peninsula. Hospital has service Must live in residence five doors, use of car, both tax- 
for both mentally ill and mentally retarded patients. exempt. If single, live-in hospital, full maintenance 
Salary range from $9,980 to $15,159 depending upon free. 
qualifications. Some housing available. All Michigan 
Civil Service benefits. Contact T. W. Thompson, 
M.D., Medical Supt., Newberry State Hospital, New- Full-time diplomate, OB, GYN, preferably married, live 
berry, Michigan. residence five doors hospital. Can set aside second 


Also, part-time diplomate surgery (conservative). 


floor (30 beds), two well-equipped delivery rooms, 

boarding in with mother’s care of babies, five Arm- 

WANTED: Young or middle-aged physician or recent strong incubators, special autoclave for formula, re- 
graduated intern. For 40-hour work week, starting frigeration, nursery, et cetera. 

immediately or commitment for future date. For an 


? 4 : : Also, nurses, willing to live in residence, full main- 
exclusive Northwest Detroit practice. $12,000 a year : ae 
, tenance free, exempt, plus cash. Call Luzon 1-3344, 
guarantee plus percentage of net and chance for part eyes ee 
: : f ‘ - eS E. C. Keyes, M.D., Dearborn, Michigan. 
of practice with no investment if satisfied. Write Box 
14, 606 Townsend Street, Lansing 15, Michigan. 


WANTED: Physician to take over well-established GENERAL PRACTITIONER wanted for suburban area 
general practice in city of 200,000 population in of community of over 100,000. Hospital privileges 
Northeast Michigan. Ideally located in growing available in two large hospitals. Living quarters 
suburban area. Modern, fully equipped office on available in building. Write Jacob F. Kolassa, Mid- 
ground floor. Will rent or sell on terms. Write Box way Realty Company, 2615 E. Michigan Avenue, 
13, 606 Townsend Street, Lansing 15, Michigan. Lansing, Michigan. 





Established 1924 


MERCYWOOD SANITARIUM 


Conducted by Sisters of Mercy 


Treatment for Emotional and Mental Disorders 


Medical Steff David C. English, M.D. JACKSON ROAD 
Robert J. Bahra, M.D. Stuart M. Gould, Jr., M.D ANN ARBOR, MICHIGAN 
Dean P. Carron, M.D. Leonard E. Himler, M.D. 

Francis M. Daignault, M.D. Stephen C. Mason, M.D. NOrmandy 3-8571 
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The HAVEN SANITARIUM, Inc. 


Rochester, Michigan 


In operation since 1932 


Director of Psychotherapy Clinical Director Manager 


A private psychiatric hospital for the intensive treatment 
of mental and emotional illnesses. 


Telephone: OLive 1-9441 





M. O. Wolfe, M.D. Ralph S. Green, M.D. Graham Shinnick 
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Treating alcoholism and other problems of addiction. 
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postoperatively 


in pregnancy when 


vomiting is persistent 


following neurosurgical 


diagnostic procedures 


in infections, intra-abdominal 


for 
nausea 
and vomiting 


ESPRIN 


Squibb Triflupromazine 


disease, and carcinomatosis 


after nitrogen mustard therapy 











e provides prompt, potent, and long-lasting control 

e capable of depressing the gag reflex 

e effective in cases refractory to other potent antiemetic agents 
e may be given intravenously, intramuscularly and orally 

e no pain or irritation on injection 


ANTIEMETIC DOSAGE: 

Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY 

Parenteral solution — 1 cc. ampuls (20mg./cc.) 
Oral tablets — 10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


» 


ee) 


(Sule 
SQUIBB (3 e: 


Squibb Quality — The Priceless Ingredient 


vEseain’ @ 13 4 SQUIBR TRAOEMARK 
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NEW styling 


for known standard 


To diabetics and their physicians, CLINITEST means rapid and reliable urine-sugar testing— 
standardized for accurate results every time. And now, the new streamlined model (No. 2105) 
gives your diabetics this standard test in the best looking, most efficient form. 


CLINITEST 


BRAND 


urine-sugar analysis set 


ss functional: full-view test tube 


always in place 


refillable: takes either bottle 
of 36 or sealed-in-foil CLINITEST 
reagent tablets 


attractive: two-tone, neutral 


gray plastic case Clinit e “aps 


Model No. 2105 CLINITEsT Urine- 

Sugar Analysis Set contains everything 
needed for accurate standardized 
testing: bottle of 36 CLINITEST Reagent 
Tablets, test tube, unbreakable dropper. 
color scale—instruction sheet, analysis 
record, diabetic’s identification card 





MODEL NO. 2105 


fa AMES COMPANY, INC + ELKHART, INDIANA 
fr Ames Company of Canada, Ltd., Toronto $0780 











A desk is not for sleeping 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 
which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: ‘Compazine’ 
Spansulet capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, $.K.F. 





